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DEPARTMENT  OF  HEALTH  AND 
HUMAN  SERVICES 

Public  Health  Service 

42  CFR  Part  5 

Criteria  for  Designation  of  Health 
Manpower  Shortage  Areas 

AGENCY:  Public  Health  Service,  HHS. 
ACTION:  Final  regulations.  , 

summary:  These  regulations  set  forth 
the  criteria  for  designation  of  health 
manpower  shortage  areas  under  section 
332  of  the  Public  Health  Service  Act. 
Entities  in  these  areas  are  eligible  to 
apply  for  assignment  of  National  Health 
Service  Corps  Personnel.  These  areas 
are  also  eligible  service  areas  for  certain 
loan  repayment,  scholarship,  and  other 
Public  Health  Service  programs. 
EFFECTIVE  DATE:  These  regulations  are 
effective  November  17, 1980. 

FOR  FURTHER  INFORMATION  CONTACT: 
Richard  C.  Lee,  Chief,  Distribution 
Studies  Branch,  Division  of  Health 
Professions  Analysis,  Bureau  of  Health 
Professions,  Health  Resources 
Administration,  Center  Building,  Room 
4-50,  3700  East-West  Highway, 
Hyattsville,  Maryland  20782  (301-436- 
6750). 

SUPPLEMENTARY  INFORMATION:  Section 
332  of  the  Public  Health  Service  Act 
(“the  Act”),  as  amended  by  Pub.  L.  94- 
484,  the  Health  Professions  Educational 
Assistance  Act  of  1976,  required  that  the 
Secretary  of  Health,  Education,  and 
Welfare  establish,  by  regulation,  criteria 
for  the  designation  of  health  manpower 
shortage  areas.  In  the  Federal  Register 
of  January  10, 1978  (43  FR  1586),  the 
Department  published  interim-final 
regulations  for  designating  health 
manpower  shortage  areas  as  a  new  Part 
5  of  Title  42  of  the  Code  of  Federal 
Regulations.  Those  regulations 
established  criteria  for  the  designation 
of  shortage  areas  for  seven  different 
types  of  health  manpower,  including 
primary  medical,  dental,  psychiatric, 
vision,  podiatric,  pharmacy,  and 
veterinary  care.  The  Department  then 
compared  available  data  on  areas 
throughout  the  country  with  these 
criteria  and  developed  preliminary 
listings  of  areas  which  appeared  to  meet 
the  criteria.  In  accordance  with  section 
332(c)  of  the  Act  and  the  interim-final 
regulations,  the  Department  submitted 
these  preliminary  listings,  as  well  as 
individual  requests  for  the  designation 
of  areas,  population  groups  or  facilities, 
to  the  appropriate  health  systems 
agencies  (HSA's),  state  health  planning 
and  development  agencies  (SHPDA’s), 


and  state  governors  for  their  review  and 
recommendations. 

As  a  result  of  Departmental 
evaluation  of  these  reviews  and  of 
individual  requests  for  designation,  the 
Secretary  has  designated  more  than 
5,000  health  manpower  shortage  areas  of 
various  types.  The  first  comprehensive 
list  of  health  manpower  shortage  areas 
was  published  July  17, 1978  (43  FR 
30648).  Updated  lists  of  shortage  areas 
for  primary  medical  care  and  dental 
care  manpower  were  published 
September  28  and  December  29, 1978, 
respectively  (43  FR  44758,  43  FR  61164). 
Additional  comprehensive  lists  of  all 
health  manpower  shortage  areas  were 
published  on  August  6, 1979  (44  FR 
46183)  and  August  26, 1980  (45  FR  57002). 

Due  to  the  statutory  deadline  for 
publication  of  these  regulations  and  the 
dependence  of  various  programs  under 
the  PHS  Act  on  the  designation  of  health 
manpower  shortage  areas,  the 
regulations  were  issued  on  January  10, 
1978,  as  interim-final  regulations, 
without  the  benefit  of  proposed 
rulemaking  procedures.  However, 
interested  persons  were  invited  to 
submit  comments  no  later  than  February 
24, 1978.  Following  the  close  of  the 
comment  period,  the  regulations  were  to 
be  revised  as  warranted  by  public 
comments  received. 

Sixty-one  letters  were  received  within 
the  comment  period.  A  detailed 
discussion  of  the  comments,  the 
Department’s  response  to  the  comments, 
and  the  revisions  made  in  the 
regulations  are  presented  below. 

The  changes  contained  in  the  final 
regulations  and  discussed  below  are 
relatively  minor.  Some  further,  more 
substantial,  changes  and  additions 
appear  desirable  as  a  result  of  problems 
which  have  arisen  in  the  process  of 
interpreting  and  applying  the  criteria, 
suggestions  made  in  an  evaluation  study 
of  the  criteria,  and  additional 
distribution  studies  and  criteria  .  * 
development  efforts  which  have  been 
carried  out  since  the  time  when  the 
interim-final  criteria  were  developed. 
Consequently,  proposed  amendments  to 
these  final  regulations  will  be  set  forth 
in  a  Notice  of  Proposed  Rulemaking  to 
be  published  at  a  later  date. 

Discussion  of  Comments  and  Revisions 

Some  suggestions  made  in  the 
comments  could  not  be  adopted  because 
they  contradicted  specific  requirements 
in  the  statute.  These  include  a 
suggestion  that  the  criteria  be  based 
upon  demand  rather  than  need;  the 
legislation  specifically  requires  that 
need  be  considered  in  designation. 
Another  example  is  those  comments 
that  criticized  the  special  provision  in 


the  criteria  for  designation  of  American 
Indians — in  spite  of  the  fact  that  the 
legislation  specifically  provides  for 
designation  of  facilities  serving  Indians. 

The  comments  and  responses 
discussed  are  arranged  according  to  the 
numbers  and  titles  of  the  sections  of  the 
interim-final  regulations  to  which  they 
pertain. 

5.3  Procedures  for  designation  of 
health  manpower  shortage  areas.  The 
Department  has  revised  the  procedures 
for  designating  health  manpower 
shortage  areas  to  reflect  the  fact  that  the 
initial  designations  have  already  been 
made,  under  the  interim-final 
regulations.  The  procedures  now 
emphasize  the  annual  review  of  the  lists 
of  shortage  areas,  together  with  the 
processing  of  individual  designation 
requests.  In  response  to  comments  from 
health  systems  agencies  and  state  health 
planning  and  development  agencies 
about  the  inadequacy  of  the  60-day 
period  which  was  provided  for  review  of 
initial  preliminary  lists  of  shortage 
areas,  the  Department  has  lengthened 
the  review  period  provided  those 
agencies  in  connection  with  the  annual 
review  to  90  days. 

A  few  comments  were  received 
suggesting  that  affected  State  and  local 
professional  societies  be  included  in  the 
formal  review  and  comment  process  for 
all  proposed  designations.  The  original 
regulations  did  not  include  review  by 
these  societies  for  three  reasons:  (1) 
Representatives  of  these  professionals, 
many  of  whom  are  members  of  the 
societies,  should  already  be  involved  in 
health  systems  agency  (HSA)  and/or 
state  health  planning  and  development 
agency  (SHPDA)  activities,  either 
through  governing  body  membership  or 
other  relationships;  (2)  the  addition  of 
other  groups  to  the  formal  process 
appeared  likely  to  further  lengthen  what 
is  already  a  fairly  lengthy  review 
process;  and  (3)  the  comments  of 
professional  societies  are  already 
required  to  be  considered  in  the  review 
of  National  Health  Service  Crops 
(NHSC)  site  applications  (under  section 
333(c)  of  the  Public  Health  Service  Act). 

However,  in  a  number  of  cases, 
professional  societies  or  their  members 
have  challenged  a  designation  after  it 
has  been  made,  resulting  in  either  a  later 
withdrawal  of  the  designation  or  a  delay 
in  the  implementation  of  the  designation 
until  the  question  raised  could  be 
resolved.  For  these  reasons,  the 
regulations  have  been  revised  to  provide 
that  the  Department  will  make  copies  of 
proposed  designations  available  to 
interested  parties,  upon  request,  before 
the  designations  are  made.  This  policy 
has  already  been  implemented  for 
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certain  State-level  health  professional 
societies  which  have  expressed  interest. 

One  respondent  suggested  that  the 
HSA  or  SHPDA  staff  should  be  required 
to  make  a  site  visit  to  areas  or  facilities 
proposed  for  designation.  The 
Department  has  no  authority  to  impose 
such  a  requirement  upon  HSA's  or 
SHPDA’s.  Furthermore,  this  proposed 
requirement  would  not  always  be 
appropriate;  a  site  visit  would  probably 
be  more  beneficial  during  development 
or  review  of  a  designated  area’s 
application  for  National  Health  Service 
Corps  personnel  or  for  grant  funding. 

One  respondent  suggested  that  the 
SHPDA  be  given  a  coordinating  role 
among  HSA’s  within  its  State  and 
responsibility  for  assigning  priorities 
among  designated  areas.  This  suggestion 
was  not  adopted  for  the  following 
reasons:  (1)  The  need  for  priority 
determinations  to  be  objective  and 
consistent  nationally;  (2)  this  proposal  is 
not  within  the  scope  of  regulations 
implementing  section  332;  and  (3)  a 
concern  that  this  suggested  function 
might  conflict  with  the  statutory  role 
assigned  to  the  HSA.  It  should  be  noted 
that  section  332(c)(1)  requires 
recommendations  by  a  SHPDA  only 
with  respect  to  a  health  service  area  for 
which  no  HSA  has  been  designated.  The 
Secretary  has  decided,  however,  to  seek 
comments  from  the  appropriate  SHPDA 
as  a  routine  matter  in  all  cases.  The 
regulations  reflect  that  policy  decision. 

A  question  was  raised  regarding  the 
length  of  time  for  processing  of  a 
designation  request.  Although  this 
matter  is  not  dealt  with  in  the 
regulations,  every  effort  will  be  made  to 
complete  action  on  each  request  for 
designation  within  30  days  after  receipt 
of  all  the  information  necessary  for  such 
action.  Since  this  necessary  information 
includes  the  comments  and 
recommendations  provided  by  HSA’s 
and  others,  and  the  regulations  provide 
a  30-day  period  for  submission  of  those 
comments,  action  on  individual  requests 
will  normally  take  approximately  60 
days  from  receipt  of  the  initial  request. 

Notification  of  Designation  (or 
Withdrawal) 

Some  respondents  suggested  that 
State  and/or  local  health  professional 
societies  be  specifically  identified  in  the 
regulations  as  agencies  and  entities 
automatically  notified  of  designations  in 
their  area.  No  change  in  the  regulations 
has  been  made  on  this  point,  since  the 
regulations  already  provide  for  the 
notification  of  public  or  non-profit 
private  entities  with  a  demonstrated 
interest  in  the  area  designated.  The 
Department  will  continue  to  send  copies 
of  designation  notification  letters  not 


only  to  HSA’s,  SHPDA’s,  and 
Governors,  but  also  to  other  parties  who 
have  expressed  interest  in  specific 
cases,  and  will  normally  provide  copies 
automatically  to  affected  State-level 
health  professions  societies.  In  addition, 
the  Department  will  encourage  the 
health  systems  agencies  to  publicize 
designations  within  their  service  areas 
to  improve  awareness  of  the 
designations  on  the  part  of  local 
organizations  and  individuals  concerned 
with  health  care  delivery. 

It  should  be  noted  that,  although  the 
statute  and  therefore  the  regulations 
provide  60  days  after  designation  for 
notification,  tbe  Department  attempts  to 
notify  all  interested  parties  at  the  time 
of  designation. 

A  provision  has  also  been  added  to 
make  clear  that  the  effective  date  of  the 
designation  of  an  area  is  the  date  of  the 
notification  letter  to  the  requesting 
individual  or  agency,  which  normally 
precedes  the  date  of  first  publication  in 
the  Federal  Register. 

The  section  title  and  content  have 
been  expanded  to  deal  with  the  issue  of 
withdrawal  of  designations  and  the 
concomitant  problem  of  stability  of  the 
list.  Once  a  designation  has  been  made, 
applicants  for  Public  Health  Service  and 
related  programs  and  reviewers  of  these 
applications  depend  on  that  designation 
as  an  eligibility  requirement  and  a 
means  of  establishing  priorities  among 
applicants.  If  all  appropriate  parties 
have  had  a  chance  to  comment  on  the 
proposed  designation,  and  if  the  fact  of 
designation  of  the  area  has  been 
published  in  the  Federal  Register,  it  is 
unfair  to  potential  applicants  to  be 
subject  to  possible  withdrawal  of  the 
designation  at  any  moment.  For  this 
reason,  the  regulations  have  been 
revised  to  indicate  that  any  withdrawals 
will  be  effective  only  upon  publication 
of  a  notice  of  withdrawal  (or  a  new  list 
which  does  not  contain  the  area)  in  the 
Federal  Register.  New  lists  will  typically 
be  published  annually. 

Appendices 

A  number  of  comments  received 
addressed  items  which  appeared  in 
more  than  one  appendix.  These  broad 
comments  and  the  corresponding 
changes  are  discussed  below,  according 
to  subject  matter.  Items  specific  to 
individual  appendices  are  discussed  by 
manpower  type. 

Rational  Service  Areas 

One  respondent  suggested  that  locally 
developed  planning  area  boundaries 
should  be  used  in  defining  rational 
service  areas.  The  Department  supports 
this  concept.  However,  no  change  bas 
been  made  in  the  provision  since  the 


existing  criteria  can  accommodate  local 
planning  areas,  where  appropriate. 

Another  respondent  suggested  that 
the  same  boundaries  should  be  used  in 
determining  primary  medical  care  and 
dental  service  areas.  This  suggestion  has 
not  been  adopted  as  a  general  rule, 
because  the  service  area  drawn  from 
and  population  served  by  primary 
medical  and  dental  practices  are  not 
necessarily  the  same.  However,  where 
appropriate  for  particular  cases, 
identical  service  areas  for  medical  and 
dental  designations  can  and  will  be 
considered. 

A  number  of  comments  were  received 
concerning  the  consistency  and 
appropriateness  of  distances 
corresponding  to  criteria  travel  times.  In 
response  to  these  comments,  the 
Department  reviewed  the  distances  for 
consistency,  particularly  in  terms  of 
speeds  assumed  for  specific  types  of 
terrain.  Distances  corresponding  to  40- 
minute  travel  time  were  reduced  to  be 
consistent  with  approximately  40  mph 
under  normal  conditions,  30  mph  in 
mountainous  terrain,  and  50  mph  in  flat 
terrain.  The  previous  60-minute  travel 
time  standard  for  veterinarians  was 
reduced  to  40  minutes  to  ally  concern 
that  60  minutes  assumes  an  excessive 
amount  of  time  spent  traveling  by  the 
veterinarians. 

It  was  also  suggested  that  the  criteria 
should  explicitly  mention  that  these 
distances  may  be  reduced  in  areas  of 
heavy  traffic  or  severe  weather 
conditions.  Although  this  particular 
revision  has  not  been  made,  the 
mileages  specified  are  now  referred  to 
as  “guidelines”  in  determining 
distances,  to  clarify  that  local  estimates 
of  mileage  equivalents  to  the  specified 
travel  times  are  allowable. 

One  respondent  suggested  that,  in 
metropolitan  areas,  one  fare  zone  be 
used  as  an  alternative  to  a  specific 
travel  time;  this  has  not  been  done, 
because  fare  zone  definitions  (and  price 
differentials  among  fare  zones)  differ 
widely  from  city  to  city.  For  example, 
travel  through  a  single  zone  in  some 
cities  would  require  considerably  more 
than  30  or  40  minutes  travel  time. 

Some  respondents  suggested  that  a 
specific  definition  of  “primary  or 
secondary  roads"  and  a  discussion  of 
methods  for  defining  rational  service 
areas  in  urban  areas  be  provided.  In 
order  to  minimize  the  length  and 
complexity  of  the  regulations,  and  due 
to  concern  that  detailed  specifications 
would  not  be  applicable  to  every  local 
situation,  these  have  not  been  added  to 
the  regulations.  However,  the 
Department  will  provide  guidelines 
covering  these  points. 


t 
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One  respondent  requested  that  clearer 
distinctions  be  made  between  urban 
geographic  areas  and  urban  population 
groups.  An  effort  has  been  made  to 
clarify  this  by  stating  that  population 
group  designations  are  appropriate 
where  access  barriers  within  an  area 
prevent  a  population  group  from  using 
the  area’s  primary  medical  providers. 

Population  Counts 

Some  respondents  noted  that  age- 
group  adjustments  for  populations 
requiring  dental  and  psychiatric  services 
have  not  been  included.  This  is  because 
it  is  not  clear  that  the  needs  for  these 
services  differ  significantly  enough  by 
age  to  warrant  these  adjustments. 

The  adjustments  to  the  population  for 
the  health  service  requirements  of 
tourists  have  been  modified.  A  lower 
weight  of  0.25  has  been  applied  in 
computing  tourist  contributions  to  the 
area  population  for  purposes  of  primary 
care  need,  and  the  tourist  contribution 
has  been  eliminated  for  purposes  of 
dental  care  needs.  These  changes  reflect 
questions  that  have  been  raised  about 
the  appropriateness  of  the  Federal  role 
in  effectively  subsidizing  services  for 
tourists,  the  fact  that  most  tourist  health 
service  requirements  are  for  emergency 
care  rather  than  primary  care,  and  the 
fact  that  dental  care  in  particular  is 
almost  always  scheduled  in  advanced, 
in  or  near  the  individual's  residential 
area.  At  the  same  time,  however, 
provision  has  been  made  for  counting 
seasonal  residents,  i.e.,  those  who 
maintain  a  residence  in  the  area  and 
inhabit  it  for  2  to  8  months  per  year. 

Counting  of  Number  of  Practitioners 

1.  General.  The  Department  has 
revised  these  provisions  to  clarify  the 
methods  for  determination  of  full-time 
equivalents  (F.T.E.’s)  in  counting 
practitioners. 

A  suggestion  that  practitioners 
working  in  excess  of  40  hours  per  week 
be  counted  as  more  than  1  F.T.E.  has  not 
been  accepted  since  this  would  tend  to 
prevent  designation  and  possible 
subsequent  relief  in  areas  where 
practitioners  are  forced  to  work  added 
hours  because  of  manpower  shortages. 

Some  respondents  noted  that  age 
adjustments  were  made  in  counting 
some  types  of  practitioners  (dentists, 
optometrists,  podiatrists),  but  not  all. 
Age  adjustments  were  included  for 
those  health  manpower  types  whose 
productivity  has  been  shown  to  be 
affected  strongly  by  age.  There  was  no 
evidence  of  such  age-related 
productivity  differentials  for 
pharmacists  and  veterinarians,  and  age- 
specific  practitioner  data  for  these  two 
types  are  also  not  widely  available.  The 


situation  for  primary  care  physicians  is 
considerably  more  complicated,  because 
productivity  differences  across 
specialties  seem  to  be  more  significant 
than  those  across  age  groups.  Possible 
refinement  of  the  primary  care 
practitioner  counts  based  on 
productivity  considerations  is  still  being 
studied. 

2.  Primary  care.  The  equivalency  level 
of  interns  and  residents  has  been 
reduced  to  0.1  F.T.E.  to  reflect  more 
closely  their  productivity  and  the 
amount  of  their  time  spent  in 
ambulatory,  primary  care  services. 

Comments  supporting  both  higher  and 
lower  weights  for  foreign  medical 
graduates  (F.M.G.'s)  were  received,  and 
no  significant  changes  have  been  made. 
Due  to  the  changes  in  immigration 
policy  effected  by  Pub.  L.  94-484, 

F.M.G.’s  entering  training  positions  do 
not  represent  potential  additions  to  the 
permanent  supply  of  physicians  in  the 
area  and,  therefore,  are  excluded.  One 
respondent  pointed  out  that  adjustments 
for  F.M.G.’s  were  not  specifically 
included  for  facilities;  this  has  been 
corrected. 

A  change  in  the  procedure  for 
physician  counts  has  been  added  to 
implement  an  amendment  to  section  332 
made  by  the  Medicare-Medicaid  Anti- 
Fraud  and  Abuse  Amendments  (Pub.  L. 
95-142).  This  legislation  required  that, 
for  areas  where  physicians  have  been 
suspended  from  participation  in  the 
Medicare  and  Medicaid  programs 
designation  decisions  should  reflect  the 
extent  to  which  entitled  individuals 
cannot  obtain  services  under  those 
programs  as  a  result. 

The  reference  to  considering  the 
contribution  of  nurse  practitioners  and 
physician  assistants  in  counting  primary 
care  practitioners  has  been  deleted  both 
because  no  method  for  these 
adjustments  has  been  developed  and 
due  to  implications  of  the  Rural  Health 
Clinic  Service  Act  (Pub.  L.  95-210). 
Specifically,  explicit  inclusion  of  nurse 
practitioners  and  physician  assistants  in 
the  determination  of  the  area's  provider 
supply  would  tend  to  prevent  areas 
where  these  practitioners  operate  from 
being  designated.  This  could  preclude 
their  reimbursement  under  the  Rural 
Health  Clinic  Service  Act,  which  limits 
reimbursement  to  facilities  in  health 
manpower  shortage  areas  or  in 
medically  uijderserved  areas.  The  fact 
that  counts  of  nurse  practitioners  and 
physician  assistants  are  not  included  in 
the  determination  of  shortage  areas  does 
not  prevent  their  participation  in  the 
various  shortage  area  programs. 

3.  Dental.  A  number  of  comments 
were  received  on  the  appropriateness  of 
.  the  various  weights  used  in  determining 


the  supply  of  F.T.E.  dentists.  Some 
respondents  criticized  the  fact  that  the 
base  weight  of  1.0  F.T.E.  reflects  the 
productivity  of  the  dentist  under  age  55 
who  employs  one  auxiliary,  instead  of 
reflecting  the  productivity  of  one  dentist 
working  alone.  This  was  done  because 
the  average  dentist  has  one  auxiliary.  (It 
should  be  pointed  out  that  the  shortage 
ratios  and  degree-of-shortage  groups 
which  were  selected  reflect  this  base 
productivity  and  would  have  to  be 
changed  correspondingly  if  the  base 
weight  were  changed;  such  changes, 
taken  together,  would  not  affect  what 
areas  are  actually  designated.)  The 
weights  used  have  been  rounded  to  the 
nearest  tenth  in  response  to  criticism 
that  the  distinctions  made  originally 
were  too  fine. 

Some  respondents  pointed  out  that 
dental  hygienists  and  other  dental 
assistants  should  not  be  equated  with 
receptionists  and  other  clerical  staff  in 
counting  auxiliaries.  However,  no 
change  in  the  definition  of  auxiliaries  for 
the  calculation  of  adjustments  has  been 
made  at  this  time  because  no  data  are 
available  on  which  to  base  differential 
productivity  figures  for  different  staff. 
Further,  it  is  not  clear  that  this 
distinction  would  produce  significant 
differences  in  the  determinations. 

4.  Psychiatric.  Some  comments  were 
received  suggesting  that  the  category  of 
“psychiatric  manpower  shortage  areas” 
be  changed  to  “mental  health  manpower 
shortage  areas,”  and  that  corresponding 
changes  be  made  within  the  criteria 
themselves.  In  particular,  the  concern 
was  that  clinical  psychologists, 
psychiatric  nurses,  and  psychiatric 
social  workers  should  be  included  in 
counting  practitioners  for  designating 
these  areas. 

This  approach  was  considered  at  the 
time  of  the  development  of  the  original 
criteria.  However,  no  consensus  could 
be  reached  upon  the  appropriate  basis 
for  relating  these  manpower  types  to 
psychiatrists  in  a  weighted  count  of 
manpower  available  to  meet  mental 
health  needs.  In  addition,  the  major 
anticipated  use  of  the  designations 
under  Appendix  C  was  placement  of 
psychiatrists.  While  no  integrated 
mental  health  manpower  approach  has 
yet  been  developed,  this  matter  is  now 
under  further  study  in  connection  with 
an  effort  to  develop  criteria  for  areas 
with  shortages  of  psychologists, 
psychiatric  nurses,  and  psychiatric 
social  workers,  for  use  in  the  event  that 
proposed  legislation  is  enacted  requiring 
obligated  service  in  return  for  National 
Institute  of  Mental  Health  training  of 
these  personnel.  It  is  anticipated  that 
criteria  for  these  types  of  personnel 
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would  overlap  with,  but  not  be  the  same 
as,  those  for  the  psychiatric  shortage 
areas.  For  these  reasons,  no  change  is 
being  made  at  this  time. 

The  original  reference  in  the 
regulations  to  considering  the 
contribution  of  other  mental  health 
providers  has  been  deleted,  since  no 
explicit  way  for  taking  these 
practitioners  into  account  has  been 
developed.  This  deletion  should  not 
prevent  placement  of  these  providers  in 
designated  psychiatric  shortage  aYeas. 

Population-to-Practitioner  Ratio  Criteria 

1.  Primary  care.  A  number  of 
comments  have  been  received, 
particularly  in  the  course  of  discussions 
in  regional  workshops,  to  the  effect  that 
the  criteria  in  the  regulations  contain 
many  provisions  which  have  made 
designation  easier  for  inner-city  urban 
areas,  as  compared  to  the  designation  of 
some  low-density  rural  areas  which  are 
more  isolated.  At  the  same  time,  a 
number  of  specific  cases  have  arisen 
regarding  rural  areas  which  have  less 
than  adequate  services,  but  do  not  have 
shortages  severe  enough  to  justify 
designation  under  these  criteria  or  the 
criteria  for  medically  underserved  areas, 
and  therefore  cannot  be  certified  for 
reimbursement  of  the  services  of  nurse 
practitioners  and  physician  assistants 
under  the  Rural  Health  Clinic  Services 
Act.  Therefore,  a  new  category  of 
primary  care  shortage  areas  is  under 
consideration  for  rural  areas  whose 
ratios  of  population  to  number  of 
primary  care  physicians  are  below  the 
previous  qualifying  ratios.  This  matter 
will  be  dealt  with  in  the  later  Notice  of 
Proposed  Rulemaking  setting  forth 
various  proposed  amendments  to  this 
final  regulation. 

2.  Dental.  Comments  suggesting  that 
the  ratio  criteria  should  be  more 
stringent  were  received  from  dental 
associations,  while  a  health  planner 
suggested  that  less  stringent  criteria 
might  be  appropriate.  The  original  ratio 
was  retained  because  of  its  consistency 
with  the  levels  applied  to  other  health 
manpower  types. 

3.  Psychiatric.  Concern  was  expressed 
by  provider  groups  that  the  ratio  of 
population  to  number  of  psychiatrists 
used  as  a  shortage  criterion  was  too 
high;  however,  because  any  significant 
lowering  of  this  ratio  would  appear  to 
lead  to  inclusion  of  almost  all  U.S. 
mental  health  catchment  areas,  no 
change  has  been  made,  in  order  to 
continue  to  distinguish  those  areas  with 
severe  shortages. 

4.  Vision  care;  podiatric  care; 
veterinary  care.  Some  significant 
changes  to  these  criteria  will  be 


proposed  in  the  later  Notice  of  Proposed 
Rulemaking. 

High  Need  Standards 

Concerns  were  expressed  about 
methods  for  assuring  statistical 
significance  of  the  data  used  in 
establishing  high  need.  These 
considerations  represent  too  fine  a  level 
of  technical  detail  to  be  addressed  in  the 
regulations,  but  will  be  addressed  in 
guidelines  to  be  issued  on  the 
preparation  of  designation  requests. 

The  poverty  level  rates  used  in 
determining  high  needs  for  primary 
medical,  dental,  and  psychiatric 
designations  have  been  reduced  from  30 
to  20  percent,  for  consistency  with 
definitions  used  by  the  Bureau  of  the 
Census  in  defining  poverty  areas. 
Consideration  was  given  to  reducing  the 
infant  mortality  rate  used  in  determining 
high  needs  from  20  to  18,  for  consistency 
with  draft  National  Health  Planning 
Guidelines.  However,  this  would 
increase  conflict  with  the  current  Bureau 
of  Community  Health  Services 
methodology  for  designation  of  high 
infant  mortality  areas,  which  uses  a 
level  of  22.1.  Therefore,  no  change  has 
been  made  at  this  time. 

In  the  case  of  dental  designations,  the 
definition  of  a  lack  of  fluoridated  water 
for  use  as  indicating  high  dental  need 
has  been  clarified.  The  suggestion  that 
prevalence  of  edentulous  persons  or  of 
periodontal  disease  be  included  as  a 
high  need  indicator  has  not  been 
adopted  because  data  on  these 
variables  are  not  widely  available. 

Additional  suggested  indicators  of 
high  need  for  psychiatric  care  (such  as 
suicides,  homicides,  juvenile 
delinquency  rates,  drug  program 
admissions,  drug  sales,  drug  deaths,  etc.) 
have  not  been  added  due  to  lack  of 
availability  of  consistent  supporting 
data.  The  heroin  prevalence  index  has 
also  been  deleted  because  data  are 
available  only  on  a  very  limited  basis. 

High  need  indicators  for  vision  care 
manpower  have  not  been  included 
because  the  major  adjustments  for  need 
are  already  included  as  population  age 
adjustments. 

Insufficient  Capacity  Indicators 

Considerable  concern  was  expressed 
about  the  difficulty  of  obtaining  data  on 
the  insufficient  capacity  indicators.  In 
addition,  no  geographic  areas  have 
received  designation  on  the  basis  of 
these  indicators  during  the  first  year  of 
use  of  these  criteria.  At  the  same  time, 
however,  a  number  of  comments 
recommended  that  greater  flexibility  be 
exercised  in  the  determination  of  "high 
needs."  The  insufficient  capacity 
indicators  have  been  retained  because 


they  provide  alternative  means  of 
identifying  areas  with  special  access 
problems. 

Contiguous  Area  Considerations 

Comments  received  regarding  the 
distances  specified  for  travel  times  to 
contiguous  areas  are  discussed  above 
under  comments  on  service  areas.  A 
change  has  been  made  in  the  ratio  of 
population  to  number  of  primary  care 
physicians  used  to  indicate 
overutilization  of  primary  care  resources 
in  contiguous  areas;  this  ratio  has  been 
lowered  to  2000:1,  for  consistency  with 
the  adequacy  level  proposed  in  draft 
National  Health  Planning  Guidelines 
and  used  in  Departmental  primary  care 
physician  requirements  estimates. 

Population  Group  Designations 

The  format  of  the  population  group 
section  has  been  changed  in  an  effort  to 
clarify  it.  A  specific  provision  for 
designation  of  migrant  and  seasonal 
farmworkers  in  high  impact  areas  is 
under  consideration,  as  are  specific 
criteria  for  designation  of  low  income 
populations.  These  will  be  dealt  with  in 
the  later  Notice  of  Proposed  Rulemaking 
in  response  to  a  significant  number  of 
requests  for  designation  of  these  types 
of  populations. 

The  category  of  population  groups  has 
not  been  limited  to  socioeconomic 
groups,  as  suggested  by  one  respondent, 
because  this  definition  would  not 
recognize  all  persons  with  serious 
access  problems. 

Facility  Criteria 

The  criteria  for  designation  of  State 
mental  hospitals  have  been  modified 
(from  600  workload  units  per 
psychiatrist  to  300)  to  reflect 
considerable  concern  which  was 
expressed  during  the  comment  period 
about  the  inability  to  obtain  minimal 
staffing  ratios  under  the  existing  State 
mental  hospital  criteria.  Information 
provided  indicated  that  hospitals  with 
ratios  in  excess  of  300 : 1  frequently 
were  so  short  of  manpower  that  they 
were  unable  to  obtain  accreditation. 

Degree  of  Shortage  Groups 

One  respondent  suggested  that  the 
Secretary  give  an  individual  ranking  for 
each  shortage  area.  This  is  not  feasible, 
since  these  rankings  would  change  each 
time  a  new  area  was  added  to  the  list. 
The  degree-of-shortage  group  for  each 
designated  area  is  included  in  the 
notification  of  designation  and  in 
Federal  Register  publications. 

All  references  to  ranking  of  areas 
within  a  specific  degree-of-shortage 
group  have  been  deleted  since  it  was 
determined  that  this  ranking  would  not 
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be  a  significant  consideration  in 
determining  relative  priorities  for  NHSC 
personnel,  or  for  other  PHS  programs. 

Various  changes  of  an  editorial  or 
technical  nature  have  also  been  made  to 
clarify  the  regulations. 

Accordingly,  Part  5  of  42  CFR  is 
revised  as  set  forth  below. 

Dated:  September  12, 1980. 

Julius  B.  Richmond, 

Assistant  Secretary  for  Health. 

Approved:  October  31, 1980. 

Patricia  Roberts  Harris, 

Secretary. 

PART  5— DESIGNATION  OF  HEALTH 
MANPOWER  SHORTAGE  AREAS 

Sec. 
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5.2  Definitions. 

5.3  Procedure  for  designation  of  health 
manpower  shortage  areas. 
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Authority:  Section  215  of  the  Public  Health 
Service  Act,  58  Stat.  690  (42  U.S.C.  216); 
Section  332  of  the  Public  Health  Service  Act, 
90  Stat.  2770-2772  (42  U.S.C.  254e). 

§  5.1  Purpose. 

These  regulations  establish  criteria 
and  procedures  for  the  designation  of 
geographic  areas,  population  groups, 
medical  facilities,  and  other  public 
facilities,  in  the  States,  as  health 
manpower  shortage  areas. 

§5.2  Definitions. 

“Act”  means  the  Public  Health 
Service  Act,  as  amended. 

“Health  manpower  shortage  area" 
means  any  of  the  following  which  the 
Secretary  determines  has  a  shortage  of 
health  manpower:  (1)  An  urban  or  rural 
area  (which  need  not  conform  to  the 
geographic  boundaries  of  a  political 
subdivision  and  which  is  a  rational  area 
for  the  delivery  of  health  services):  (2)  a 
population  group;  or  (3)  a  public  or 
nonprofit  private  medical  facility. 

“Health  service  area"  means  a  health 
service  area  whose  boundaries  have 


been  designated  by  the  Secretary,  under 
section  1511  of  the  Act,  for  purposes  of 
health  planning  activities. 

“Health  systems  agency"  or  “HSA” 
means  the  health  systems  agency 
designated,  under  section  1515  of  the 
Act,  to  carry  out  health  planning 
activities  for  a  specific  health  service 
area. 

"Medical  facility"  means  a  facility  for 
the  delivery  of  health  services  and 
includes:  (1)  A  community  health  center, 
public  health  center,  outpatient  medical 
facility,  or  community  mental  health 
center;  (2)  a  hospital,  State  mental 
hospital,  facility  for  long-term  care,  or 
rehabilitation  facility;  (3)  a  migrant 
health  center  or  an  Indian  Health 
service  facility;  (4)  a  facility  for  delivery 
of  health  services  to  inmates  in  a  U.S. 
penal  or  correctional  institution  (under 
section  323  of  the  Act)  or  a  State 
correctional  institution;  (5)  a  Public 
Health  Service  medical  facility  (used  in 
connection  with  the  delivery  of  health 
services  under  section  320,  321,  322,  324, 
325,  or  326  of  the  Act);  or  (6)  any  other 
Federal  medical  facility. 

“Metropolitan  area"  means  an  area 
which  has  been  designated  by  the  Office 
of  Management  and  Budget  as  a 
standard  metropolitan  statistical  area 
(SMSA).  All  other  areas  are  “non¬ 
metropolitan  areas." 

“Poverty  level"  means  the  povery 
level  as  defined  by  the  Bureau  of  the 
Census,  using  the  poverty  index  adopted 
by  a  Federal  Interagency  Committee  in 
1969,  and  updated  each  year  to  reflect 
changes  in  the  Consumer  Price  Index. 

“Secretary"  means  the  Secretary  of 
Health  and  Human  Services  and  any 
other  officer  or  employee  of  the 
Department  to  whom  the  authority 
involved  has  been  delegated. 

“State”  includes,  in  addition  to  the 
several  States,  the  District  of  Columbia, 
the  Commonwealth  of  Puerto  Rico,  the 
Northern  Mariana  Islands,  the  Virgin 
Islands,  Guam,  American  Samoa,  and 
the  Trust  Territory  of  the  Pacific  Islands. 

“State  health  planning  and 
development  agency"  or  “SHPDA" 
means  a  State  health  planning  and 
development  agency  designated  under 
section  1521  of  the  Act. 

§  5.3  Procedures  for  designation  of  health 
manpower  shortage  areas. 

(a)  Using  data  available  to  the 
Department  from  national,  State,  and 
local  sources  and  based  upon  the 
criteria  in  the  Appendices  to  this  part, 
the  Department  will  annually  prepare 
listings  (by  State  and  health  service 
area)  of  currently  designated  health 
manpower  shortage  areas  and 
potentially  designatable  areas,  together 
with  appropriate  related  data  available 


to  the  Department.  Relevant  portions  of 
this  material  will  then  be  forwarded  to 
each  health  systems  agency,  State 
health  planning  and  development 
agency,  and  Governor,  who  will  be 
asked  to  review  the  listings  for  their 
State,  correct  any  errors  of  which  they 
are  aware,  and  offer  their 
recommendations,  if  any,  within  90 
days,  as  to  which  geographic  areas, 
population  groups,  and  facilities  in  areas 
under  their  jurisdiction  should  be 
designated.  An  information  copy  of 
these  listings  will  also  be  made 
available,  upon  request,  to  interested 
parties  for  their  use  in  providing 
comments  or  recommendations  to  the 
Secretary  and/or  to  the  appropriate 
HSA,  SHPDA,  or  Governor. 

(b)  In  addition,  any  agency  or 
individual  may  request  the  Secretary  to 
designate  (or  withdraw  the  designation 
of)  a  particular  geographic  area, 
population  group,  or  facility  as  a  health 
manpower  shortage  area.  Each  request 
will  be  forwarded  by  the  Secretary  to 
the  appropriate  HSA,  SHPDA,  and 
Governor,  who  will  be  asked  to  review 
it  and  offer  their  recommendations,  if 
any,  within  30  days.  An  information 
copy  will  also  be  made  available  to 
other  interested  parties,  upon  request, 
for  their  use  in  providing  comments  or 
recommendations  to  the  Secretary  and/ 
or  to  the  appropriate  HSA,  SHPDA,  or 
Governor. 

(c)  In  each  case  where  the  designation 
of  a  public  facility  (including  a  Federal 
medical  facility)  is  under  consideration, 
the  Secretary  will  give  written  notice  of 
the  proposed  designation  to  the  chief 
administrative  officer  of  the  facility, 
who  will  be  asked  to  review  it  and  offer 
their  recommendations,  if  any,  within  30 
days. 

(d)  After  review  of  the  available 
information  and  consideration  of  the 
comments  and  recommendations 
submitted,  the  Secretary  will  designate 
health  manpower  shortage  areas  and 
withdraw  the  designation  of  any  areas 
which  have  been  determined  no  longer 
to  have  a  shortage  of  health  manpower. 

§  5.4  Notification  and  publication  of 
designations  and  withdrawals. 

(a)  The  Secretary  will  give  written 
notice  of  the  designation  (or  withdrawal 
of  designation)  of  a  health  manpower 
shortage  area,  not  later  than  60  days 
from  the  date  of  the  designation  (or 
withdrawal  of  designation),  to: 

(1)  The  Governor  of  each  State  in 
which  the  area,  population  group, 
medical  facility,  or  other  public  facility 
so  designated  is  in  whole  or  in  part 
located; 

(2)  Each  HSA  for  a  health  service  area 
which  includes  all  or  any  part  of  the 
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area,  population  group,  medical  facility, 
or  other  public  facility  so  designated; 

(3)  The  SHPDA  for  each  State  in 
which  the  area,  population  group, 
medical  facility,  or  other  public  facility 
so  designated  is  in  whole  or  in  part 
located;  and 

(4)  Appropriate  public  or  nonprofit 
private  entities  which  are  located  in  or 
which  have  a  demonstrated  interest  in 
the  area  so  designated. 

(b)  The  Secretary  will  periodically 
publish  updated  lists  of  designated 
health  manpower  shortage  areas  in  the 
Federal  Register,  by  type  of  manpower 
shortage.  An  updated  list  of  areas  for 
each  type  of  manpower  shortage  will  be 
published  at  least  once  annually. 

(c)  The  effective  date  of  the 
designation  of  an  area  shall  be  the  date 
of  the  notification  letter  to  the  individual 
or  agency  which  requested  the 
designation,  or  the  date  of  publication  in 
the  Federal  Register,  whichever  comes 
first. 

(d)  Once  an  area  is  listed  in  the 
Federal  Register  as  a  designated  health 
manpower  shortage  area,  the  effective 
date  of  any  later  withdrawal  of  the 
area's  designation  shall  be  the  date 
when  notification  of  the  withdrawal,  or 
an  updated  list  of  designated  areas 
which  does  not  include  it,  is  published 
in  the  Federal  Register. 

Appendix  A — Criteria  for  Designation  of 
Areas  Having  Shortages  of  Primary 
Medical  Care  Manpower 

Part  1 — Geographic  Areas 

A.  Criteria. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  primary  medical 
care  manpower  if  the  following  three 
criteria  are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  primary  medical  care 
services. 

2.  One  of  the  following  conditions 
prevails  within  the  area: 

(a)  The  area  has  a  population  to  full¬ 
time-equivalent  primary  care  physician 
ratio  of  at  least  3,500 : 1. 

(b)  The  area  has  a  population  to  full¬ 
time-equivalent  primary  care  physician 
ratio  of  less  than  3,500 : 1  but  greater 
than  3,000 : 1  and  has  unusually  high 
needs  for  primary  care  services  or 
insufficient  capacity  of  existing  primary 
care  providers. 

3.  Primary  medical  care  manpower  in 
contiguous  areas  are  overutilized, 
excessively  distant,  or  inaccessible  to 
the  population  of  the  area  under 
consideration. 


B.  Methodology. 

In  determining  whether  an  area  meets 
the  criteria  established  by  paragraph  A 
of  this  part,  the  following  methodology 
will  be  used: 

1.  Rational  Areas  for  the  Delivery  of 
Primary  Medical  Care  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  primary  medical  care 
services: 

(i)  A  county,  or  a  group  of  contiguous 
counties  whose  population  centers  are 
within  30  minutes  travel  time  of  each 
other. 

(ii)  A  portion  of  a  county,  or  an  area 
made  up  of  portions  of  more  than  one 
county,  whose  population,  because  of 
topography,  market  or  transportation 
patterns,  distinctive  population 
characteristics  or  other  factors,  has 
limited  access  to  contiguous  area 
resources,  as  measured  generally  by  a 
travel  time  greater  than  30  minutes  to 
such  resources. 

(iii)  Established  neighborhoods  and 
communities  within  metropolitan  areas 
which  display  a  strong  self-identity  (as 
indicated  by  a  homogeneous 
socioeconomic  or  demographic  structure 
and/or  a  tradition  of  interaction  or 
interdependency),  have  limited 
interaction  with  contiguous  areas,  and 
which,  in  general,  have  a  minimum 
population  of  20,000. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 


(b)  The  effect  of  transient  populations 
on  the  need  of  an  area  for  primary  care 
manpower  will  be  taken  into  account  as 
follows: 

(i)  Seasonal  residents,  i.e.,  those  who 
maintain  a  residence  in  the  area  but 
inhabit  it  for  only  2  to  8  months  per  year, 
may  be  included  but  must  be  weighted 
in  proportion  to  the  fraction  of  the  year 
they  are  present  in  the  area. 

(ii)  Other  tourists  (non-resident)  may 
be  included  in  an  area's  population  but 
only  with  a  weight  of  0.25,  using  the 
following  formula:  Effective  tourist 
contribution  to  population =0.25  X  (frac¬ 
tion  of  year  tourists  are  present  in 
area)  x  (average  daily  number  of  tourists 
during  portion  of  year  that  tourists  are 
present). 

(iii)  Migratory  workers  and  their 
families  may  be  included  in  an  area’s 


distances  corresponding  to  30  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  20  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  15 
miles. 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  25 
miles. 

Within  inner  portions  of  metropolitan 
areas,  information  on  the  public 
transportation  system  will  be  used  to 
determine  the  distance  corresponding  to 
30  minutes  travel  time. 

2.  Population  Count. 

The  population  count  used  will  be  the 
total  permanent  resident  civilian 
population  of  the  area,  excluding 
inmates  of  institutions,  with  the 
following  adjustments,  where 
appropriate: 

(a)  Adjustments  to  the  population  for 
the  differing  health  service  requirements 
of  various  age-sex  population  groups 
will  be  computed  using  the  table  below 
of  visit  rates  for  12  age-sex  population 
cohorts.  The  total  expected  visit  rate 
will  first  be  obtained  by  multiplying 
each  of  the  12  visit  rates  in  the  table  by 
the  size  of  the  area  population  within 
that  particular  age-sex  cohort  and 
adding  the  resultant  12  visit  figures 
together.  This  total  expected  visit  rate 
will  then  be  divided  by  the  U.S.  average 
per  capita  visit  rate  of  5.1,  to  obtain  the 
adjusted  population  for  the  area. 


population,  using  the  following  formula: 
Effective  migrant  contribution  to 
population = (fraction  of  year  migrants 
are  present  in  area)  x  (average  daily 
number  of  migrants  during  portion  of 
year  that  migrants  are  present). 

3.  Counting  of  Primary  Care 
Practitioners. 

(a)  All  non-Federal  doctors  of 
medicine  (M.D.)  and  doctors  of 
osteopathy  (D.O.)  providing  direct 
patient  care  who  practice  principally  in 
one  of  the  four  primary  care 
specialities — general  or  family  practice, 
general  internal  medicine,  pediatrics, 
and  obstetrics  and  gynecology — will  be 
counted.  Those  physicians  engaged 
solely  in  administration,  research,  and 
teaching  will  be  excluded.  Adjustments 
for  the  following  factors  will  be  made  in 


Sex 

Age  groups 

Under  5 

5-14 

15-24 

25-44 

46-64 

65  end  over 

Male . 

7.3 

3.6 

3.3 

3.6 

4.7 

6.4 

6.4 

3.2 

5.5 

6.4 

6.5 

6.8 
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computing  the  number  of  full-time- 
equivalent  (FTE)  primary  care 
physicians: 

(i)  Interns  and  residents  will  be 
counted  as  0.1  full-time  equivalent  (FTE) 
physicians. 

(ii)  Graduates  of  foreign  medical 
schools  who  are  not  citizens  or  lawful 
permanent  residents  of  the  United 
States  will  be  excluded  from  physician 
counts. 

(iii)  Those  graduates  of  foreign 
medical  schools  who  are  citizens  or 
lawful  permanent  residents  of  the 
United  States,  but  do  not  have 
unrestricted  licenses  to  practice 
medicine,  will  be  counted  as  0.5  FTE 
physicians. 

(b)  Practitioners  who  are  semi-retired, 
who  operate  a  reduced  practice  due  to 
infirmity  or  other  limiting  conditions,  or 
who  provide  patient  care  services  to  the 
residents  of  the  area  only  on  a  part-time 
basis  will  be  discounted  through  the  use 
of  full-time  equivalency  figures.  A  40- 
hour  work  week  will  be  used  as  the 
standard  for  determining  full-time 
equivalents  in  these  cases.  For  > 
practitioners  working  less  than  a  40- 
hour  week,  every  four  (4)  hours  (or  Vz 
day)  spent  providing  patient  care,  in 
either  ambulatory  or  inpatient  settings, 
will  be  counted  as  0.1  FTE  (with 
numbers  obtained  for  Fi  t’s  rounded  to 
the  nearest  0.1  FTE),  and  each  physician 
providing  patient  care  40  or  more  horn's 
a  week  will  be  counted  as  1.0  FTE 
physician.  (For  cases  where  data  are 
available  only  for  the  number  of  hours 
providing  patient  care  in  office  settings, 
equivalencies  will  be  provided  in 
guidelines.) 

(c)  In  some  cases,  physicians  located 
within  an  area  may  not  be  accessible  to 
the  population  of  the  area  under 
consideration.  Allowances  for 
physicians  with  restricted  practices  can 
be  made,  on  a  case-by-case  basis. 
However,  where  only  a  portion  of  the 
population  of  the  area  cannot  access 
existing  primary  care  resources  in  the 
area,  a  population  group  designation 
may  be  more  appropriate  (see  Part  II  of 
this  Appendix). 

(d)  Hospital  staff  physicians  involved 
exclusively  in  inpatient  care  will  be 
excluded.  The  number  of  full-time 
equivalent  physicians  practicing  in 
organized  outpatient  departments  and 
primary  care  clinics  will  be  included, 
but  those  in  emergency  rooms  will  be 
excluded. 

(e)  Physicians  who  are  suspended 
under  provisions  of  the  Medicare- 
Medicaid  Anti-Fraud  and  Abuse  Act  for 
a  period  of  eighteen  months  or  more  will 
be  excluded. 


4.  Determination  of  Unusually  High 
Needs  for  Primary  Medical  Care 
Services. 

An  area  will  be  considered  as  having 
unusually  high  needs  for  primary  health 
care  services  if  at  least  one  of  the 
following  criteria  is  met: 

(a)  The  area  has  more  than  100  births  . 
per  year  per  1,000  women  aged  15-44. 

(b)  The  area  has  more  than  20  infant 
deaths  per  1,000  live  births. 

(c)  More  than  20%  of  the  population 
(or  of  all  households)  have  incomes 
below  the  poverty  level. 

5.  Determination  of  Insufficient 
Capacity  of  Existing  Primary  Care 
Providers. 

An  area’s  existing  primary  care 
providers  will  be  considered  to  have 
insufficient  capacity  if  at  least  two  of 
the  following  criteria  are  met: 

(a)  More  than  8,000  office  or 
outpatient  visits  per  year  per  FTE 
primary  care  physician  serving  the  area. 

(b)  Unusually  long  waits  for 
appointments  for  routine  medical 
services  (i.e.,  more  than  7  days  for 
established  patients  and  14  days  for 
new  patients). 

(c)  Excessive  average  waiting  time  at 
primary  care  providers  (longer  than  one 
hour  where  patients  have  appointments 
or  two  hours  where  patients  are  treated 
on  a  first-come,  first-served  basis). 

(d)  Evidence  of  excessive  use  of 
emergency  room  facilities  for  routine 
primary  care. 

(e)  A  substantial  proportion  (2/3  or 
more)  of  the  area’s  physicians  do  not 
accept  new  patients. 

(f)  Abnormally  low  utilization  of 
health  services,  as  indicated  by  an 
average  of  2.0  or  less  office  visits  per 
year  on  the  part  of  the  area’s  population. 

6.  Contiguous  Area  Considerations. 

Primary  care  manpower  in  areas 

contiguous  to  an  area  being  considered 
for  designation  will  be  considered 
excessively  distant,  overutilized  or 
inaccessible  to  the  population  of  the 
area  under  consideration  if  one  of  the 
following  conditions  prevails  in  each 
contiguous  area: 

(a)  Primary  care  manpower  in  the 
contiguous  area  are  more  than  30 
minutes  travel  time  from  the  population 
center(s)  of  the  area  being  considered 
for  designation  (measured  in  accordance 
with  paragraph  B.l(b)  of  this  Part). 

(b)  The  contiguous  area  population-to- 
full-time-equivalent  primary  care 
physician  ratio  is  in  excess  of  2000:1, 
indicating  that  practitioners  in  the 
contiguous  area  cannot  be  expected  to 
help  alleviate  the  shortage  situation  in 
the  area  being  considered  for 
designation. 

(c)  Primary  care  manpower  in  the 
contiguous  area  are  inaccessible  to  the 


population  of  the  area  under 
consideration  because  of  specified 
access  barriers,  such  as: 

(i)  Significant  differences  between  the 
demographic  (or  socio-economic) 
characteristics  of  the  area  under 
consideration  and  those  of  the 
contiguous  area,  indicating  that  the  , . 
population  of  the  area  under 
consideration  may  be  effectively 
isolated  from  nearby  resources.  This 
isolation  could  be  indicated,  for 
example,  by  an  unusually  high 
proportion  of  non-English-speaking 
persons. 

(ii)  A  lack  of  economic  access  to 
contiguous  area  resources,  as  indicated 
particularly  where  a  very  high 
proportion  of  the  population  of  the  area 
under  consideration  is  poor  (i.e.,  where 
more  than  20  percent  of  the  population 
or  the  households  have  incomes  below 
the  poverty  level),  and  Medicaid- 
covered  or  public  primary  care  services 
are  not  available  in  the  contiguous  area. 

C.  Determination  of  Degree  of 
Shortage. 

Designated  areas  will  be  assigned  to 
degree-of-shortage  groups,  based  on  the 
ratio  (R)  of  population  to  number  of  full¬ 
time  equivalent  primary  care  physicians 
and  the  presence  or  absence  of 
unusually  high  needs  for  primary  health 
care  services,  according  to  the  following 
table: 


High  needs  not 
indicated 

High  needs  indicated 

Group  1 _ 

...  No  physicians . 

...  No  physicians;  or 
R25.000 

Group  2 . 

...  RS5.000 . 

...  5,000>Fb  4,000 

Group  3 . 

...  5,000>R»4,000 . 

...  4.000  >Ri  3:500 

Group  4 . 

...  4,<XX»Rs3,500 . 

...  3,500  >R23,000 

Part  II— Population  Groups 

A.  Criteria. 

1.  In  general,  specific  population 
groups  within  particular  geographic 
areas  will  be  designated  as  having  a 
shortage  of  primary  medical  care 
manpower  if  the  following  three  criteria 
are  met: 

(a)  The  area  in  which  they  reside  is 
rational  for  the  delivery  of  primary 
medical  care  services,  as  defined  in 
paragraph  B.l  of  Part  I  of  this  Appendix. 

(b)  Access  barriers  prevent  the 
population  group  from  use  of  the  area’s 
primary  medical  care  providers.  Such 
barriers  may  be  economic,  linguistic, 
cultural,  or  architectural,  or  could 
involve  refusal  of  some  providers  to 
accept  certain  types  of  patients  or  to 
accept  Medicaid  reimbursement. 

(c)  The  ratio  of  the  number  of  persons 
in  the  population  group  to  the  number  of 
primary  care  physicians  practicing  in 
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the  area  and  serving  the  population 
group  is  at  least  3,000 : 1. 

2.  Indians  and  Alaska  Natives  will  be 
considered  for  designation  as  having 
shortages  of  primary  care  manpower  as 
follows: 

(a)  Groups  of  members  of  Indian 
tribes  (as  defined  in  section  4(d)  of  Pub. 
L.  94-437,  the  Indian  Health  Care 
Improvement  Act  of  1976)  are 
automatically  designated. 

(b)  Other  groups  of  Indians  or  Alaska 
Natives  (as  defined  in  section  4(c)  of 
Pub.  L.  94-437)  will  be  designated  if  the 
general  criteria  in  paragraph  A  are  met. 

B.  Determination  of  Degree  of 
Shortage. 

Each  designated  population  group  will 
be  assigned  to  a  degree-of-shortage 
group,  based  on  the  ratio  (R)  of  the 
group’s  population  to  the  number  of 
primary  care  physicians  serving  it,  as 
follows: 

Group  1 — No  physicians  or  R>  5,000. 

Group  2— 5,000 >R&4, 000. 

Group  3 — 4,000>R&3,500. 

Group  4— 3,500  >R^3,000. 

Population  groups  which  have 
received  "automatic”  designation  will 
be  assigned  to  degree-of-shortage  group 
4  if  no  information  on  the  ratio  of  the 
number  of  persons  in  the  group  to  the 
number  of  FTE  primary  care  physicians 
serving  them  is  provided. 

PART  III — Facilities 

A.  Federal  and  State  Correctional 
Institutions. 

1.  Criteria. 

Medium  to  maximum  security  Federal 
and  State  correctional  institutions  and 
youth  detention  facilities  will  be 
designated  as  having  a  shortage  of 
primary  medical  care  manpower  if  both 
the  following  criteria  are  met: 

(a)  The  institution  has  at  least  250 
inmates. 

(b)  The  ratio  of  the  number  of 
internees  per  year  to  the  number  of  FTE 
primary  care  physicians  serving  the 
institution  is  at  least  1,000:1.  (Here  the 
number  of  internees  is  the  number  of 
inmates  present  at  the  beginning  of  the 
year  plus  the  number  of  new  inmates 
entering  the  institution  during  the  year, 
including  those  who  left  before  the  end 
of  the  year;  the  number  of  FTE  primary 
care  physicians  is  computed  as  in  Part  I, 
Section  B,  paragraph  3  above.) 

2.  Determination  of  Degree  of 
Shortage. 

Designated  correctional  institutions 
will  be  assigned  to  degree-of-shortage 
groups  based  on  the  number  of  inmates 
and/or  the  ratio  (R)  of  internees  to 
primary  care  physicians,  as  follows: 
Group  1 — Institutions  with  500  or  more 

inmates  and  no  physicians. 


Group  2 — Other  institutions  with  no 
physicians  and  institutions  with  R>2,000. 
Group  3 — Institutions  with  2,000  >R>  1,000. 

B.  Public  or  Non-Profit  Medical 
Facilities. 

1.  Criteria. 

Public  or  non-profit  private  medical 
facilities  will  be  designated  as  having  a 
shortage  of  primary  medical  care 
manpower  if: 

(a)  the  facility  is  providing  primary 
medical  care  services  to  an  area  or 
population  group  designated  as  having  a 
primary  care  manpower  shortage;  and 

(b)  the  facility  has  insufficient 
capacity  to  meet  the  primary  care  needs 
of  that  area  or  population  group. 

2.  Methodology 

In  determining  whether  public  or 
nonprofit  private  medical  facilities  meet 
the  criteria  established  by  paragraph  B.l 
of  this  Part,  the  following  methodology 
will  be  used: 

(a)  Provision  of  Services  to  a 
Designated  Area  or  Population  Group. 

A  facility  will  be  considered  to  be 
providing  services  to  a  designated  area 
or  population  group  if  either: 

(i)  A  majority  of  the  facility’s  primary 
care  services  are  being  provided  to 
residents  of  designated  primary  care 
manpower  shortage  areas  or  to 
population  groups  designated  as  having 
a  shortage  of  primary  care  manpower,  or 

(ii)  The  population  within  a 
designated  primary  care  shortage  area 
or  population  group  has  reasonable 
access  to  primary  care  services 
provided  at  the  facility.  Reasonable 
access  will  be  assumed  if  the  area 
within  which  the  population  resides  lies 
within  30  minutes  travel  time  of  the 
facility  and  non-physical  barriers 
(relating  to  demographic  and 
socioeconomic  characteristics  of  the 
population)  do  not  prevent  the 
population  from  receiving  care  at  the 
facility. 

Migrant  health  centers  (as  defined  in 
section  319(a)(1)  of  the  Act)  which  are 
located  in  areas  with  designated  migrant 
population  groups  and  Indian  Health 
Service  facilities  are  assumed  to  be 
meeting  this  requirement. 

(b)  Insufficient  capacity  to  meet 
primary  care  needs. 

A  facility  will  be  considered  to  have 
insufficient  capacity  to  meet  the  primary 
care  needs  of  the  area  or  population  it 
serves  if  at  least  two  of  the  following 
conditions  exist  at  the  facility: 

(i)  There  are  more  than  8,000 
outpatient  visits  per  year  per  FTE 
primary  care  physician  on  the  staff  of 
the  facility.  (Here  the  number  of  FTE 
primary  care  physicians  is  computed  as 
in  Part  I,  Section  B,  paragraph  3  above.) 


(ii)  There  is  excessive  usage  of 
emergency  room  facilities  for  routine 
primary  care. 

(iii)  Waiting  time  for  appointments  is 
more  than  7  days  for  established 
patients  or  more  than  14  days  for  new 
patients,  for  routine  health  services. 

(iv)  Waiting  time  at  the  facility  is 
longer  than  1  hour  where  patients  have 
appointments  or  2  hours  where  patients 
are  treated  on  a  first-come,  first-served 
basis. 

3.  Determination  of  Degree  of 
Shortage. 

Each  designated  medical  facility  will 
be  assigned  to  the  same  degree-of- 
shortage  group  as  the  designated  area  or 
population  group  which  it  serves. 

Appendix  B — Criteria  for  Designation  of 
Areas  Having  Shortages  of  Dental 
Manpower 

Part  I— Geographic  Areas 

A.  Criteria. 

A  geographic  area  will  be  designated 
as  having  a  dental  manpower  shortage  if 
the  following  three  criteria  are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  dental  services. 

2.  One  of  the  following  conditions 
prevails  in  the  area: 

(a)  The  area  has  a  population  to  full¬ 
time-equivalent  dentist  ratio  of  at  least 
5,000:1,  or 

(b)  The  area  has  a  population  to  full¬ 
time-equivalent  dentist  ratio  of  less  than 
5,000:1  but  greater  than  4,000:1  and  has 
unusually  high  needs  for  dental  services 
or  insufficient  capacity  of  existing 
dental  providers. 

3.  Dental  manpower  in  contiguous 
areas  are  overutilized,  excessively 
distant,  or  inaccessible  to  the  population 
of  the  area  under  consideration. 

B.  Methodology. 

In  determining  whether  an  area  meets 
the  criteria  established  by  paragraph  A 
of  this  Part,  the  following  methodology 
will  be  used: 

1.  Rational  Area  for  the  Delivery  of 
Dental  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  dental  health  services: 

(i)  A  county,  or  a  group  of  several 
contiguous  counties  whose  population 
centers  are  within  40  minutes  travel  time 
of  each  other. 

(ii)  A  portion  of  a  county  (or  an  area 
made  up  of  portions  of  more  than  one 
county)  whose  population,  because  of 
topography,  market  or  transportation 
patterns,  distinctive  population 
characteristics,  or  other  factors,  has 
limited  access  to  contiguous  area 
resources,  as  measured  generally  by  a 
travel  time  of  greater  than  40  minutes  to 
such  resources. 
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(iii)  Established  neighborhoods  and 
communities  within  metropolitan  areas 
which  display  a  strong  self-identity  (as 
indicated  by  a  homogenous 
socioeconomic  or  demographic  structure 
and/or  a  traditional  of  interaction  or 
intradependency),  have  limited 
interaction  with  contiguous  areas,  and 
which,  in  general,  have  a  minimum 
population  of  20,000. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 
distances  corresponding  to  40  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  25  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  20 
miles. 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  30 
miles. 

Within  inner  portions  of  metropolitan 
areas,  information  on  the  public 
transportation  system  will  be  used  to 
determine  the  distance  corresponding  to 
40  minutes  travel  time. 

2.  Population  Count. 

The  population  count  use  will  be  the 
total  permanent  resident  civilian 
population  of  the  area,  excluding 
inmates  of  institutions,  with  the 
following  adjustments: 

(a)  Seasonal  residents,  i.e.,  those  who 
maintain  a  residence  in  the  area  but 
inhabit  it  for  only  2  to  8  months  per  year, 
may  be  included  but  must  be  weighted 
in  proportion  to  the  fraction  of  the  year 
they  are  present  in  the  area. 

(b)  Migratory  workers  and  their 
families  may  be  included  in  an  area's 
population  using  the  following  formula: 
Effective  migrant  contribution  to 
population = (fraction  of  year  migrants 
are  present  in  area)  x  (average  daily 
number  of  migrants  during  portion  of 
year  that  migrants  are  present). 

3.  Counting  of  Dental  Practitioners. 

(a)  All  non-Federal  dentists  providing 
patient  care  will  be  counted,  except  in 
those  areas  where  it  is  shown  that 
specialists  (those  dentists  not  in  general 
practice  or  pedodontics)  are  serving  a 
larger  area  and  are  not  addressing  the 
general  dental  care  needs  of  the  area 
under  consideration. 

(b)  Full-time  equivalent  (FTE)  figures 
will  be  used  to  reflect  productivity 
differences  among  dental  practices 
based  on  the  age  of  the  dentists,  the 
number  of  auxiliaries  employed,  and  the 
number  of  hours  worked  per  week.  In 
general,  the  number  of  FTE  dentists  will 
be  computed  using  weights  obtained 
from  the  matrix  in  Table  1,  which  is 
based  on  the  productivity  of  dentists  at 
various  ages,  with  different  numbers  of 
auxiliaries,  as  compared  with  the 
average  productivity  of  all  dentists.  For 


the  purposes  of  these  determinations,  an 
auxiliary  is  defined  as  any  non-dentist 
staff  employed  by  the  dentist  to  assist  in 
operation  of  the  practice. 


Table  1.  Equivalency  Weights,  by  Age  and 
Number  of  Auxiliaries 


<55 

55-59 

60-64 

65+ 

OS 

0.7 

0.6 

0.5 

0.7 

1.2 

1.0 

1.0 

OS 

1.4 

1 2 

1.0 

1.0 

Four  or  more  auxiliaries . _ 

1.5 

1.5 

1.3 

1.2 

If  information  on  the  number  of 
auxiliaries  employed  by  the  dentist  is 
not  available,  Table  2  will  be  used  to 
compute  the  number  of  full-time 
equivalent  dentists. 


Table  2.  Equivalency  Weights,  by  Age 


55 

55-59 

60-64 

65+ 

Equivalency  weights - - 

1.2 

0.9 

0.S 

0.6 

The  number  of  FTE  dentists  within  a 
particular  age  group  (or  age/auxiliary 
group)  will  be  obtained  by  multiplying 
the  number  of  dentists  within  that  group 
by  its  corresponding  equivalency 
weight.  The  total  supply  of  FTE  dentists 
within  an  area  is  then  computed  as  the 
sum  of  those  dentists  within  each  age 
(or  age /auxiliary)  group. 

(c)  The  equivalency  weights  specified 
in  tables  1  and  2  assume  that  dentists 
within  a  particular  group  are  working 
full-time  (40  hours  per  week).  Where 
appropriate  data  are  available,  adjusted 
equivalency  figures  for  dentists  who  are 
semi-retired,  who  operate  a  reduced 
practice  due  to  infirmity  or  other  limiting 
conditions,  or  who  are  available  to  the 
population  of  an  area  only  on  a  part- 
time  basis  will  be  used  to  reflect  the 
reduced  availability  of  these  dentists.  In 
computing  these  equivalency  figures, 
every  4  hours  (or  V2  day)  spent  in  the 
dental  practice  will  be  counted  as  0.1 
FTE  except  that  each  dentist  working 
more  than  40  hours  a  week  will  be 
counted  as  1.0.  The  count  obtained  for  a 
particular  age  group  of  dentists  will  then 
be  multiplied  by  the  appropriate 
equivalency  weight  from  table  1  or  2  to 
obtain  a  full-time  equivalent  figure  for 
dentists  within  that  particular  age  or 
age/auxiliary  category. 

4.  Determination  of  Unusually  High 
Needs  for  Dental  Services. 

An  area  will  be  considered  as  having 
unusually  high  needs  for  dental  services 
if  at  least  one  of  the  following  criteria  is 
met: 

(a)  More  than  20%  of  the  population 
(or  of  all  households)  has  incomes 
below  the  poverty  level. 


(b)  The  majority  of  the  area’s 
population  does  not  have  a  fluoridated 
water  supply. 

5.  Determination  of  Insufficient 
Capacity  of  Existing  Dental  Care 
Providers. 

An  area's  existing  dental  care 
providers  will  be  considered  to  have 
insufficient  capacity  if  at  least  two  of 
the  following  criteria  are  met: 

(a)  More  than  5,000  visits  per  year  per 
FTE  dentist  serving  the  area. 

lb)  Unusually  long  waits  for 
appointments  for  routine  dental  services 
(i.e.,  more  than  6  weeks). 

(c)  A  substantial  proportion  (%  or 
more)  of  the  area's  dentists  do  not 
accept  new  patients. 

6.  Contiguous  Area  Considerations. 

Dental  manpower  in  areas  contiguous 

to  an  area  being  considered  for 
designation  will  be  considered 
excessively  distant,  overutilized  or 
inaccessible  to  the  population  of  the 
area  under  consideration  if  one  of  the 
following  conditions  prevails  in  each 
contiguous  area: 

(a)  Dental  manpower  in  the 
contiguous  area  are  more  than  40 
minutes  travel  time  from  the  center  of 
the  area  being  considered  for 
designation  (measured  in  accordance 
with  Paragraph  B.l.(b)  of  this  Part). 

(b)  Contiguous  area  population-to- 
(FTE)  dentist  ratios  are  in  excess  of 
3,000 : 1,  indicating  that  resources  in 
contiguous  areas  cannot  be  expected  to 
help  alleviate  the  shortage  situation  in 
the  area  being  considered  for 
designation. 

(c)  Dental  manpower  in  the 
contiguous  area  are  inaccessible  to  the 
population  of  the  area  under 
consideration  because  of  specified 
access  barriers,  such  as: 

(i)  Significant  differences  between  the 
demographic  (or  socioeconomic) 
characteristics  of  the  area  under 
consideration  and  those  of  the 
contiguous  area,  indicating  that  the 
population  of  the  area  under 
consideration  may  be  effectively 
isolated  from  nearby  resources.  Such 
isolation  could  be  indicated,  for 
example,  by  an  unusually  high 
proportion  of  non-English-speaking 
persons. 

(ii)  A  lack  of  economic  access  to 
contiguous  area  resources,  particularly 
where  a  very  high  proportion  of  the 
population  of  the  area  under 
consideration  is  poor  (i.e.,  where  more 
than  20  percent  of  the  population  or  of 
the  households  have  incomes  below  the 
poverty  level)  and  Medicaid-covered  or 
public  dental  services  are  not  available 
in  the  contiguous  area. 

C.  Determination  of  Degree  of 
Shortage. 
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The  degree  of  shortage  of  a  given 
geographic  area,  designated  as  having  a 
shortage  of  dental  manpower,  will  be 
determined  using  the  following 
procedure: 

Designated  areas  will  be  assigned  to 
degree-of-shortage  groups,  based  on  the 
ratio  (R)  of  population  to  number  of  full¬ 
time-equivalent  dentists  and  the 
presence  or  absence  of  unusually  high 
needs  for  dental  services,  or  insufficient 
capacity  of  existing  dental  care 
providers  according  to  the  following 
table: 


High  needs  or 
insufficient  capacity 
not  indicated 

High  needs  or 
insufficient  capacity 
indicated 

Group  1 _ 

No  dentists . 

..  No  dentists  or 

R>  8.000. 

R>8,000 . 

.  8,000  >6, 000. 

Group  3 . 

8.000  >R>6, 000 . 

..  6,000 >  R>5,000. 

Group  4 . 

6,000  >R>  5,000 . 

..  5,000  >R>4, 000. 

Part  II— Population  Groups 

A.  Criteria. 

1.  In  general,  specified  population 
groups  within  particular  geographic 
areas  will  be  designated  as  having  a 
shortage  of  dental  care  manpower  if  the 
following  three  criteria  are  met: 

a.  The  area  in  which  they  reside  is 
rational  for  the  delivery  of  dental  care 
services,  as  defined  in  paragraph  B.l  of 
Part  I  of  this  appendix. 

b.  Access  barriers  prevent  the 
population  group  from  use  of  the  area's 
dental  providers. 

c.  The  ratio  (R)  of  the  number  of 
persons  in  the  population  group  to  the 
number  of  dentists  practicing  in  the  area 
and  serving  the  population  group  is  at 
least  4,000:1. 

2.  Indians  and  Alaska  Natives  will  be 
considered  for  designation  as  having 
shortages  of  dental  manpower  as 
follows: 

(a)  Groups  of  members  of  Indian 
tribes  (as  defined  in  section  4(d)  of  Pub. 
L.  94-437,  the  Indian  Health  Care 
Improvement  Act  of  1976)  are 
automatically  designated. 

(b)  Other  groups  of  Indians  or  Alaska 
Natives  (as  defined  in  section  4(c)  of 
Pub.  L.  94-437)  will  be  designated  if  the 
general  criteria  in  paragraph  1  are  met. 

B.  Determination  of  Degree  of 
Shortage. 

Each  designated  population  group  will 
be  assigned  to  a  degree-of-shortage 
group  as  follows: 

Group  1 — No  dentists  or  R2  8,000. 

Group  2— 8,000 >R>  8,000. 

Group  3 — 6,000  >R^  5,000. 

Group  4— 5,000  >R?  4,000. 

Population  groups  which  have  received 

"automatic"  designation  will  be 


assigned  to  degree-of-shortage  group  4 
unless  information  on  the  ratio  of  the 
number  of  persons  in  the  group  to  the 
number  of  FTE  dentists  serving  them  is 
provided. 

Part  III— Facilities 

A.  Federal  and  State  Correctional 
Institutions. 

1.  Criteria. 

Medium  to  maximum  security  Federal 
and  State  correctional  institutions  and 
youth  detention  facilities  will  be 
designated  as  having  a  shortage  of 
dental  manpower  if  both  the  following 
criteria  are  met: 

(a)  The  institution  has  at  least  250 
inmates. 

(b)  The  ratio  of  the  number  of 
internees  per  year  to  the  number  of  FTE 
dentists  serving  the  institution  is  at  least 
1,500:1.  (Here  the  number  of  internees  is 
the  number  of  inmates  present  at  the 
beginning  of  the  year  plus  the  number  of 
new  inmates  entering  the  institution 
during  the  year,  including  those  who  left 
before  the  end  of  the  year;  the  number  of 
FTE  dentists  is  computed  as  in  Part  I, 
Section  B,  paragraph  3  above.) 

2.  Determination  of  Degree-of- 
Shortage. 

Designated  correctional  institutions 
will  be  assigned  to  degree-of-shortage 
groups  as  follows,  based  on  number  of 
inmates  and/or  the  ratio  (R)  of  internees 
to  dentists: 

Group  1 — Institutions  with  500  or  more 

inmates  and  no  dentists. 

Group  2 — Other  institutions  with  no  dentists 

and  institutions  with  R  >  3,000. 

Group  3 — Institutions  with  3,000  >  R  >  1,500. 

B.  Public  or  Non-Prof  it  Private  Dental 
Facilities. 

1.  Criteria. 

Public  or  nonprofit  private  facilties 
providing  general  dental  care  services 
will  be  designated  as  having  a  shortage 
of  dental  manpower  if  both  of  the 
following  criteria  are  met: 

(a)  The  facility  is  providing  general 
dental  care  services  to  an  area  or 
population  group  designated  as  having  a 
dental  manpower  shortage;  and 

(b)  The  facility  has  insufficent 
capacity  to  meet  the  dental  care  needs 
of  that  area  or  population  group. 

2.  Methodology. 

In  determining  whether  public  or 
nonprofit  private  facilities  meet  the 
criteria  established  by  paragraph  B.l.  of 
this  part,  the  following  methodology  will 
be  used: 

(a)  Provision  of  Services  to  a 
Designated  Area  or  Population  Group. 

A  facility  will  be  considered  to  be 
providing  services  to  an  area  or 
population  group  if  either: 

(i)  A  majority  of  the  facility’s  dental 


care  services  are  being  provided  to 
residents  of  designated  dental 
manpower  shortage  areas  or  to 
population  groups  designated  as  having 
a  shortage  of  dental  manpower;  or 

(ii)  The  population  within  a 
designated  dental  shortage  area  or 
population  group  has  reasonable  access 
to  dental  services  provided  at  the 
facility.  Reasonable  access  will  be 
assumed  if  the  population  lies  within  40 
minutes  travel  time  of  the  facility  and 
non-physical  barriers  (relating  to 
demographic  and  socioeconomic 
characteristics  of  the  population)  do  not 
prevent  the  population  from  receiving 
care  at  the  facility. 

Migrant  health  centers  (as  defined  in 
section  319(a)(1)  of  the  Act)  which  are 
located  in  areas  with  designated  migrant 
population  groups  and  Indian  Health 
Service  facilities  are  assumed  to  be 
meeting  this  requirement. 

(b)  Insufficient  Capacity  to  Meet 
Dental  Care  Needs. 

A  facility  will  be  considered  to  have 
insufficient  capacity  to  meet  the  dental 
care  needs  of  a  designated  area  or 
population  group  if  either  of  the 
following  conditions  exists  at  the 
facility. 

(i)  There  are  more  than  5,000 
outpatient  visits  per  year  per  FTE 
dentist  on  the  staff  of  the  facility.  (Here 
the  number  of  FTE  dentists  is  computed 
as  in  Part  I,  Section  B,  paragraph  3 
above.) 

(ii)  Waiting  time  for  appointments  is 
more  than  6  weeks  for  routine  dental 
services. 

3.  Determination  of  Degree  of 
Shortage. 

Each  designated  dental  facility  will  be 
assigned  to  the  same  degree-of-shortage 
group  as  the  designated  area  or 
population  group  which  it  serves. 

Appendix  C — Criteria  for  Designation  of 
Areas  having  Shortages  of  Psychiatric 
Manpower 

Part  I — Geographic  Areas 

A.  Criteria. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  psychiatric 
manpower  if  the  following  three  criteria 
are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  psychiatric  services. 

2.  One  of  the  following  conditions 
prevails  within  the  area: 

(a)  The  area  has  a  population  to  full¬ 
time-equivalent  psychiatrist  ratio  of  at 
least  30,000:1;  or 

(b)  The  area  has  a  population  to  full¬ 
time-equivalent  psychiatrist  ratio  of  less 
than  30,000:1  but  greater  than  20,000:1 
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and  has  unusually  high  needs  for 
psychiatric  services. 

3.  Psychiatric  manpower  in  contiguous 
areas  are  overutilized,  excessively 
distant  or  inaccessible  to  residents  of 
the  area  under  consideration. 

B.  Methodology. 

In  determining  whether  an  area  meets 
the  criteria  established  by  paragraph  A 
of  this  Part,  the  following  methodology 
will  be  used: 

1.  Rational  Areas  for  the  Delivery  of 
Psychiatric  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  psychiatric  services: 

(i)  An  established  mental  health 
catchment  area,  as  designated  in  the 
State  Mental  Health  Plan  under  the 
general  criteria  set  forth  in  section  238  of 
the  Community  Mental  Health  Centers 
Act. 

(ii)  A  portion  of  an  established  mental 
health  catchment  area  whose 
population,  because  of  topography, 
market  and/or  transportation  patterns 
or  other  factors,  has  limited  access  to 
psychiatric  resources  in  the  rest  of  the 
catchment  area,  as  measured  generally 
by  a  travel  time  of  greater  than  40 
minutes  to  these  resources. 

(iii)  A  county  or  metropolitan  area 
which  contains  more  than  one  mental 
health  catchment  area,  where  data  are 
unavailable  by  individual  catchment 
area. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 
distances  corresponding  to  40  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  25  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  20 
miles. 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  30 
miles. 

Within  inner  portions  of  metropolitan 
areas,  information  on  the  public 
transportation  system  will  be  used  to 
determine  the  distance  corresponding  to 
40  minutes  travel  time. 

2.  Population  Count. 

The  population  count  used  will  be  the 
total  permanent  resident  civilian 
population  of  the  area,  excluding 
inmates  of  institutions. 

3.  Counting  of  Psychiatrists. 

(a)  All  non-Federal  psychiatrists 
providing  patient  care  (direct  or  other, 
including  consultation  and  supervision) 
in  ambulatory  or  other  short-term  care 
settings  to  residents  of  the  area  more 
than  one-half  day  per  week  will  be 
counted.  Those  psychiatrists  engaged 
solely  in  administration,  research,  and 
teaching  will  be  excluded.  Adjustments 
for  the  following  factors  will  be  made  in 


computing  the  number  of  full-time- 
equivalent  (FTE)  psychiatrists: 

(i)  Psychiatric  residents  will  be 
counted  as  0.5  FTE  psychiatrists. 

(ii)  Graduates  of  foreign  medical 
schools  who  are  not  citizens  or  lawful 
permanent  residents  of  the  United 
States  will  be  excluded  from 
psychiatrist  counts. 

(iii)  Those  graduates  of  foreign 
medical  schools  who  are  citizens  or 
lawful  permanent  residents  of  the 
United  States,  but  do  not  have 
unrestricted  licenses  to  practice 
medicine,  will  be  counted  as  0.5  FTE 
psychiatrists. 

(b)  Psychiatrists  who  are  semi-retired, 
who  operate  a  reduced  practice  due  to 
infirmity  or  other  limiting  conditions,  or 
who  provide  patient  care  to  the 
population  of  an  area  only  on  a  part- 
time  basis  will  be  discounted  through 
the  use  of  “full-time  equivalency" 
figures.  A  40-hour  work  week  will  be 
used  as  the  standard  for  determining 
full-time  equivalents  in  these  cases.  For 
practitioners  working  less  than  a  40- 
hour  week,  every  4  hours  (or  Vi  day) 
spent  providing  patient  care  services  in 
ambulatory  or  inpatient  settings  will  be 
counted  as  0.1  FTE,  and  each 
psychiatrist  providing  patient  care  40  or 
more  hours  a  week  will  be  counted  as 
1.0  FTE.  For  cases  where  data  are 
available  only  for  hours  providing  care 
in  office  settings,  equivalencies  will  be 
provided  in  guidelines. 

(c)  In  some  cases,  psychiatrists 
located  within  an  area  may  not  be 
accessible  to  the  general  population  of 
the  area  under  consideration. 
Allowances  for  psychiatrists  working  in 
restricted  facilities  will  be  made  on  a 
case-by-case  basis.  Examples  of 
restricted  practices  include  staff 
positions  in  correctional  institutions, 
youth  detention  facilities,  residential 
treatment  centers  for  emotionally 
disturbed  or  mentally  retarded  children, 
and  inpatient  units  of  State  or  county 
mental  hospitals. 

(d)  In  cases  where  there  are  mental 
health  facilities  or  institutions  providing 
both  inpatient  and  outpatient  services, 
those  psychiatrists  assigned  to 
outpatient  or  other  short-term  care  units 
will  be  counted.  If  the  psychiatric  staff  is 
not  specifically  allocated  to  one  service 
or  the  other,  the  number  of  psychiatrists 
in  short-term  care  will  be  estimated  on 
the  basis  of  the  relative  workload  in 
each  type  of  setting. 

(e)  Psychiatrists  who  are  suspended 
for  a  period  of  eighteen  months  or  more 
under  provisions  of  the  Medicare- 
Medicaid  Anti-Fraud  and  Abuse  Act 
will  not  be  counted. 

4.  Determination  of  Unusually  High 
Need  for  Psychiatric  Services. 


An  area  will  be  considered  to  have 
unusually  high  needs  for  psychiatric 
services  if  two  or  more  of  the  following 
criteria  are  met: 

(a)  20  percent  of  the  population  (or  of 
all  households)  have  incomes  below  the 
poverty  level,  or  the  area  has  been 
designated  as  a  poverty  area  in 
accordance  with  section  242  of  the 
Community  Mental  Health  Centers  Act. 

(b)  A  young  dependency  ratio  (ratio  of 
children  under  18  to  population  18-64)  in 
excess  of  60  percent. 

(c)  An  aged  dependency  ratio  (ratio  of 
persons  aged  65  and  over  to  population 
18-64)  in  excess  of  25  percent. 

(d)  A  high  prevalence  of  alcoholism  in 
the  population,  as  indicated  by  a  value 
of  0.211  for  the  catchment  area’s  index 
of  relative  alcoholism  prevalence  (as 
developed  by  the  National  Institute  of 
Alcohol  Abuse  and  Alcoholism  for  the 
purposes  of  allocating  funds  over  42 
U.S.C.  4571). 

5.  Contiguous  Area  Considerations. 

Psychiatric  manpower  in  areas 
contiguous  to  an  area  being  considered 
for  designation  will  be  considered 
excessively  distant,  overutilized  or 
inaccessible  to  the  population  of  the 
area  under  consideration  if  one  of  the 
following  conditions  prevails  in  each 
contiguous  area: 

(a)  Psychiatrists  in  the  contiguous 
area  are  more  than  40  minutes  travel 
time  from  the  center  of  the  area  being 
considered  for  designation  (measured  in 
accordance  with  paragraph  B.l(b)  of  this 
part). 

(b)  Contiguous  area  population-to-FTE 
psychiatrist  ratios  are  in  excess  of 
20,000:1,  indicating  that  psychiatrists  in 
contiguous  areas  cannot  be  expected  to 
help  alleviate  the  shortage  situation  in 
the  area  for  which  designation  is  being 
considered. 

(c)  Psychiatric  manpower  in 
contiguous  areas  are  inaccessible  to  the 
population  of  the  requested  area 
because  of  geographic,  cultural, 
language  or  other  barriers  or  because  of 
residency  restrictions  of  programs  or 
facilities  providing  such  manpower. 

C.  Determination  of  Degree  of 
Shortage 

Designated  areas  will  be  assigned  to 
degree-of-shortage  groups,  based  on  the 
ratio  (R)  of  population  to  number  of  FTE 
psychiatrists  and  the  presence  or 
absence  of  unusually  high  needs  for 
psychiatric  services,  according  to  the 
following  table: 


High  needs  not 
indicated 

High  needs  indicated 

Group  1 . 

.  No  psychiatrists _ 

No  psychiatrists. 

Group  2 . 

.  R>  50.000 . 

R>  40,000. 

Group  3._. 

_  50,000>R>  40,000 . 

40,000  >R  >30,000. 

Group  4 . 

.  40.000>R>30.000 _ 

30.000  >  R  >  20,000. 
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Part  II— Population  Groups 

Population  groups  within  particular 
catchment  areas  will  be  designated  as 
having  a  psychiatric  manpower  shortage 
if  the  following  conditions  prevail: 

(a)  Access  barriers  prevent  the 
population  group  from  using  those 
psychiatric  manpower  which  are  present 
in  the  area,  and 

(b)  The  ratio  of  the  number  of  persons 
in  the  population  group  to  the  number  of 
FTE  psychiatrists  serving  the  population 
group,  and  practicing  within  40  minutes 
travel  time  of  the  center  of  the  area 
where  the  population  group  resides,  is  at 
least  30,000 : 1  (20,000 : 1  where  unusally 
high  needs  for  psychiatric  services  are 
indicated). 

B.  Determination  of  Degree  of 
Shortage. 

Designated  population  groups  will  be 
assigned  to  degree-of-shortage  groups  as 
in  Section  C  of  Part  I  of  this  Appendix, 
based  on  the  ratio  of  the  group’s 
population  to  the  number  of 
psychiatrists  serving  it,  together  with  the 
presence  or  absence  of  unusually  high 
needs  for  psychiatric  services  among  the 
population  group. 

Part  III— Facilities 

A.  Federal  and  State  Correctional 
Institutions 

1.  Criteria . 

Medium  to  maximum  security  Federal 
and  State  correctional  institutions  for 
adults  or  youth,  and  youth  detention 
facilities,  will  be  designated  as  having  a 
shortage  of  psychiatric  manpower  if 
both  of  the  following  criteria  are  met: 

(a)  The  institution  has  more  than  250 
inmates,  and 

(b)  The  ratio  of  the  number  of 
internees  per  year  to  the  number  of  FTE 
psychiatrists  serving  the  institution  is  at 
least  2,000:1.  (Here  the  number  of 
internees  is  the  number  of  inmates  or 
residents  present  at  the  beginning  of  the 
year,  plus  the  number  of  new  inmates  or 
residents  entering  the  institution  during 
the  year,  including  those  who  left  before 
the  end  of  the  year;  the  number  of  FTE 
psychiatrists  is  computed  as  in  Part  I, 
Section  B,  paragraph  3  above.) 

2.  Determination  of  Degree  of 
Shortage. 

Correctional  facilities  and  youth 
detention  facilities  will  be  assigned  to 
degree-of-shortage  groups,  based  on  the 
number  of  inmates  and/or  the  ratio  (R) 
of  internees  to  FTE  psychiatrists,  as 
follows: 

Group  1 — Facilities  with  500  or  more 
inmates  or  residents  and  no  psychiatrist. 

Group  2 — Other  facilities  with  no 
psychiatrists  and  facilities  with  500  or  more 


inmates  or  residents  and  R>  3,000. 

Group  3 — All  other  facilities. 

B.  State  and  County  Mental  Hospitals. 

1.  Criteria. 

A  State  or  county  hospital  will  be 
designated  as  having  a  shortage  of 
psychiatric  manpower  if  both  of  the 
following  criteria  are  met: 

(a)  The  mental  hospital  has  an 
average  daily  inpatient  census  of  at 
least  100;  and 

(b)  The  number  of  workload  units  per 
FTE  psychiatrists  available  at  the 
hospital  exceeds  300,  where  workload 
units  are  calculated  using  the  following 
formula: 

Total  workload  units  =  average  daily 
inpatient  census  +  2  X  (number  of 
inpatient  admissions  per  year)  +  0.5  X 
(number  of  admissions  to  day  care  and 
outpatient  services  per  year). 

2.  Determination  of  Degree  of 
Shortage. 

State  or  county  mental  hospitals  will 
be  assigned  to  degree-of-shortage 
groups,  based  on  the  ratio  (R)  of 
workload  units  to  number  of  FTE 
psychiatrists,  as  follows: 

Group  1 — No  psychiatrists,  or  R>  1,800. 

Group  2— 1,800>R>1,200. 

Group  3 — 1,200>R>600. 

Group  4 — 600  >  R  >  300. 

C.  Community  Mental  Health  Centers 
and  Other  Public  or  Nonprofit  Private 
Facilities. 

1.  Criteria. 

A  community  mental  health  center 
(CMHC),  authorized  by  Pub.  L.  94-63,  or 
other  public  or  nonprofit  private  facility 
providing  psychiatric  services  to  an  area 
or  population  group,  may  be  designated 
as  having  a  shortage  of  psychiatric 
manpower  if  the  facility  is  providing  (or 
is  responsible  for  providing)  psychiatric 
services  to  an  area  or  population  group 
designated  as  having  a  psychiatric 
manpower  shortage,  and  the  facility  has 
insufficient  capacity  to  meet  the 
psychiatric  needs  of  the  area  or 
population  group. 

2.  Methodology. 

In  determining  whether  CMHCs  or 
other  public  or  nonprofit  private 
facilities  meet  the  criteria  established  in 
paragraph  C.l  of  this  Part,  the  following 
methodology  will  be  used. 

(a)  Provision  of  Services  to  a 
Designated  Area  or  Population  Group. 

The  facility  will  be  considered  to  be 
providing  services  to  a  designated  area 
or  population  group  if  either: 

(i)  A  majority  of  the  facility’s 
psychiatric  services  are  being  provided 
to  residents  of  designated  psychiatric 
manpower  shortage  areas  or  to 
population  groups  designated  as  having 
a  shortage  of  psychiatric  manpower;  or 


(ii)  The  population  within  a 
designated  psychiatric  shortage  area  or 
population  group  has  reasonable  access 
to  psychiatric  services  provided  at  the 
facility.  Such  reasonable  access  will  be 
assumed  if  the  population  lies  within  40 
minutes  travel  time  of  the  facility  and 
nonphysical  barriers  (relating  to 
demographic  and  socioeconomic 
characteristics  of  the  population)  do  not 
prevent  the  population  from  receiving 
care  at  the  facility. 

(b)  Responsibility  for  Provision  of 
Services. 

This  condition  will  be  considered  to 
be  met  if  the  facility,  by  Federal  or  State 
statute,  administrative  action,  or 
contractual  agreement,  has  been  given 
responsibility  for  providing  and/or 
coordinating  psychiatric  services  for  the 
area  or  population  group,  consistent 
with  applicable  State  plans. 

(c)  Insufficient  Capacity  to  Meet 
Psychiatric  Needs. 

A  facility  will  be  considered  to  have 
insufficient  capacity  to  meet  the 
psychiatric  needs  of  the  area  or 
population  it  serves  if: 

(i)  There  are  more  than  3,000  patient 
visits  per  year  per  FTE  psychiatrist  on 
the  staff  are  under  care  at  the  facility,  or 

(ii)  No  psychiatrists  are  on  the  staff 
and  this  facility  is  the  only  facility 
providing  (or  responsible  for  providing) 
services  to  the  designated  area  or 
population. 

3.  Determination  of  Degree-of- 
Shortage. 

Each  designated  facility  will  be 
assigned  to  the  same  degree-of-shortage 
group  as  the  designated  area  or 
population  group  which  it  serves. 

Appendix  D — Criteria  for  Designation  of 
Areas  Having  Shortages  of  Vision  Care 
Manpower 

Part  I — Geographic  Areas 

A.  Criteria. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  vision  care 
manpower  if  the  following  three  criteria 
are  met:  ~ 

1.  The  area  is  a  rational  area  for  the 
delivery  of  vision  care  services. 

2.  The  estimated  number  of  optometric 
visits  supplied  by  vision  care  manpower 
in  the  area  is  less  than  the  estimated 
requirements  of  the  area’s  population  for 
these  visits,  and  the  computed  shortage 
is  at  least  1,500  optometric  visits. 

3.  Vision  care  manpower  in 
contiguous  areas  are  excessively 
distant,  overutilized,  or  inaccessible  to 
the  population  of  the  area  under 
consideration. 

B.  Methodology. 
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In  determining  whether  an  area  meets 
the  criteria  established  by  paragraph  A 
of  this  part,  the  following  methodology 
will  be  used: 

1.  Rational  Areas  for  the  Delivery  of 
Vision  Care  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  vision  care  services: 

(i)  A  county,  or  a  group  of  contiguous 
counties  whose  population  centers  are 
within  40  minutes  travel  time  of  each 
other; 

(ii)  A  portion  of  a  county  (or  an  area 
made  up  of  portions  of  more  than  one 
county)  whose  population,  because  of 
topography,  market  or  transportation 
patterns,  or  other  factors,  has  limited 
access  to  contiguous  area  resources,  as 
measured  generally  by  a  travel  time  of 
greater  than  40  minutes  to  these 
resources. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 


distances  corresponding  to  40  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  25  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  20 
miles. 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  30 
miles. 

Within  inner  portions  of  metropolitan 
areas,  information  on  the  public 
transportation  system  will  be  used  to 
determine  the  distance  corresponding  to 
40  minutes  travel  time. 

2.  Determination  of  Estimated 
Requirement  for  Optometric  Visits. 

The  number  of  optometric  visits 
required  by  an  area’s  population  will  be 
estimated  by  multiplying  each  of  the 
following  visit  rates  by  the  size  of  the 
population  within  that  particular  age 
group  and  then  adding  the  figures 
obtained  together. 


Age 

Annual  number  of  optometric  visits  required  per  person,  by  age 

Under  20  20-29 

30-39 

40-49 

50-59  60  and  over 

Number  of  visits . 

.  0.11  0.20 

0.24 

0.35 

0.41  0.46 

For  geographic  areas  where  the  age 
distribution  of  the  population  is  not 
known,  it  will  be  assumed  that  the 
percentage  distribution,  by  age  groups, 
for  the  area  is  the  same  as  the 
distribution  for  the  county  of  which  it  is 
a  part. 

(3)  Determination  of  Estimated  Supply 
of  Optometric  Visits. 

The  estimated  supply  of  optometric 
services  will  be  determined  by  use  of 
the  following  formula: 

Optometric  visits  supplied  =  3,000  X 
(number  of  optometrists  under  65) 

Optometric  visits  supplied  +  2,000  X 
(number  of  optometrists  65  and 
over) 

Optometric  visits  supplied  +  1,500  X . 
(number  of  ophthalmologists) 

(4)  Determination  of  Size  of  Shortage. 

Size  of  shortage  (in  number  of 

optometric  visits)  will  be  computed  as 
follows: 

Optometric  visit  shortage  =  visits 
required  —  visits  supplied 

(5)  Contiguous  Area  Considerations. 

Vision  care  manpower  in  area 

contiguous  to  an  area  being  considered 
for  designation  will  be  considered 
execessively  distant,  overutilized  or 
inaccessible  to  the  population  of  the 
area  if  one  of  the  following  conditions 
prevails  in  each  contiguous  area: 

(a)  Vision  care  manpower  in  the 
contiguous  area  are  more  than  40 
minutes  travel  time  from  the  center  of 
the  area  being  considered  for 


designation  (measured  in  accordance 
with  paragraph  B.l(b)  of  this  Part). 

(b)  The  estimated  requirement  for 
vision  care  services  in  the  contiguous ' 
area  exceeds  the  estimated  supply  of 
such  services  there,  based  on  the 
requirements  and  supply  calculations 
previously  described. 

(c)  Vision  care  manpower  in  the 
contiguous  area  are  inaccessible  to  the 
population  of  the  area  because  of 
specified  access  barriers  (such  as 
economic  or  cultural  barriers). 

C.  Determination  of  Degree-of- 
Shortage. 

Designated  areas  (and  population 
groups)  will  be  assigned  to  degree-of- 
shortage  groups,  based  on  the  ratio  of 
optometric  visits  supplied  to  optometric 
visits  required  for  the  area  (or  group),  as 
follows: 

Group  1 — Areas  (or  groups)  with  no 
optometric  visits  being  supplied  (i.e.,  with  no 
optometrists  or  ophthalmologists). 

Group  2 — Areas  (or  groups)  where  the  ratio 
of  optometric  visits  supplied  to  optometric 
visits  required  is  less  than  0.5. 

Group  3 — Areas  (or  groups)  where  the  ratio 
of  optometric  visits  supplied  to  optometric 
visits  required  is  between  0.5  and  1.0. 

Part  II — Population  Groups 

A.  Criteria. 

Population  groups  within  particular 
geographic  areas  will  be  designated  if 
both  the  following  criteria  are  met: 

(1)  Members  of  the  population  group 
do  not  have  access  to  vision  care 
resources  within  the  area  (or  in 


contiguous  areas)  because  of  non¬ 
physical  access  barriers  (such  as 
economic  or  cultural  barriers). 

(2)  The  estimated  number  of 
optometric  visits  supplied  to  the 
population  group  (as  determined  under 
paragraph  B.3  of  Part  I  of  this  Appendix) 
is  less  than  the  estimated  number  of 
visits  required  by  that  group  (as 
determined  under  paragraph  B.2  of  Part  I 
of  this  Appendix),  and  the  computed 
shortage  is  at  least  1,500  optometric 
visits. 

B.  Determination  of  Degree  of 
Shortage. 

The  degree  of  shortage  of  a  given 
population  group  will  be  determined  in 
the  same  way  as  described  for  areas  in 
paragraph  C  of  Part  I  of  this  Appendix. 

Appendix  E — Criteria  for  Designation  of 
Areas  Having  Shortages  of  Podiatric 
Manpower 

Part  I — Geographic  Areas 

A.  Criteria. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  podiatric 
manpower  if  the  following  three  criteria 
are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  podiatric  services. 

2.  The  area’s  ratio  of  population  to 
foot  care  practitioners  is  at  least 
28,000:1,  and  the  computed  podiatrist 
shortage  to  meet  this  ratio  is  at  least  0.5. 

3.  Podiatric  manpower  in  contiguous 
areas  are  overutilized,  excessively 
distant,  or  inaccessible  to  the  population 
of  the  area  under  consideration. 

B.  Methodology. 

In  determining  whether  an  area  meets 
the  criteria  established  by  paragraph  A 
of  this  Part,  the  following  methodology 
will  be  used: 

1.  Rational  Areas  for  the  Delivery  of 
Podiatric  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  podiatric  services: 

(i)  A  county  or  a  group  of  contiguous 
counties  whose  population  centers  are 
within  40  minutes  travel  time  of  each 
other. 

(ii)  A  portion  of  a  county,  or  an  area 
made  up  of  portions  of  more  than  one 
county,  whose  population,  because  of 
topography,  market  and/or 
transportation  patterns  or  other  factors, 
has  limited  access  to  contiguous  area 
resources,  as  measured  generally  by  a 
travel  time  of  greater  than  40  minutes 
from  its  population  center  to  these 
resources. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 
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distances  corresponding  to  40  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  25  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  20 
miles. 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  30 
miles. 

Within  inner  portions  of  metropolitan 
areas,  information  on  the  public 
transportation  system  will  be  used  to 
determine  the  area  corresponding  to  40 
minutes  travel  time. 

2.  Population  Count. 

The  population  count  used  will  be  the 
total  permanent  resident  civilian 
population  of  the  area,  excluding 
inmates  of  institutions,  adjusted  by  the 
following  formula  to  take  into  account 
the  differing  utilization  rates  of  podiatric 
services  by  different  age  groups  within 
the  population: 

Adjusted  population  =  total  population  X  (1 
+  2.2  X  (percent  of  population  65  and 
over)  —  0.44  X  (percent  of  population 
under  17)). 

3.  Counting  of  Foot  Care  Practitioners. 

(a)  All  podiatrists  providing  patient 
care  will  be  counted.  However,  in  order 
to  take  into  account  productivity 
differences  in  podiatric  practices 
associated  with  the  age  of  the 
podiatrists,  the  following  formula  will  be 
utilized: 

Number  of  FTE  podiatrists  =  1.0  X 
(podiatrists  under  age  55) 

+  .8  X  (podiatrists  age  55  and  over) 

(b)  In  order  to  take  into  account  the 
fact  that  orthopedic  surgeons  and 
general  and  family  practitioners  devote 
a  percentage  of  their  time  to  foot  care, 
the  total  available  foot  care 
practitioners  will  be  computed  as 
follows: 

Number  of  foot  care  practitioners  =  number 
of  FTE  podiatrists 

4-  .15  X  (number  of  orthopedic  surgeons) 

+  .02  X  (number  of  general  and  family 
practioners). 

4.  Determination  of  Size  of  Shortage. 

Size  of  shortage  (in  number  of  FTE 

podiatrists)  will  be  computed  as  follows: 

Podiatrist  shortage  =  adjusted  population/ 
28,000  —  number  of  FTE  foot  care 
practitioners. 

5.  Contiguous  Area  Considerations. 

Podiatric  manpower  in  areas 

contiguous  to  an  area  being  considered 
for  designation  will  be  considered 
execessively  distant,  overutilized  or 
inaccessible  to  the  population  of  the 
area  under  consideration  if  one  of  the 
following  conditions  prevails  in  each 
contiguous  area: 


(a)  Podiatric  manpower  in  the 
contiguous  area  are  more  than  40 
minutes  travel  time  from  the  center  of 
the  area  being  considered  for 
designation. 

(b)  The  population-to-foot  care 
practitioner  ratio  in  the  contiguous  areas 
is  in  excess  of  20,000 : 1,  indicating  that 
contiguous  area  podiatric  manpower 
cannot  be  expected  to  help  alleviate  the 
shortage  situation  in  the  area  for  which 
designation  is  requested. 

(c)  Podiatric  manpower  in  the 
contiguous  area  are  inaccessible  to  the 
population  of  the  area  under 
consideration  because  of  specified 
access  barriers  (such  as  economic  or 
cultural  barriers). 

C.  Determination  of  Degree  of 
Shortage. 

Designated  areas  will  be  assigned  to 
groups,  based  on  the  ratio  (R)  of 
adjusted  population  to  number  of  foot 
care  practitioners,  as  follows: 

Group  1  Areas  with  no  foot  care 

practitioners,  and  areas  with  R  >  50,000 
and  no  podiatrists. 

Group  2  Other  areas  with  R  >  50,000. 

Group  3  Areas  with  50,000  >  R  >  28,000. 

Appendix  F — Criteria  for  Designation  of 
Areas  Having  Shortages  of  Pharmacy 
Manpower 

Part  1 — Geographic  Areas 

A.  Criteria. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  pharmacy 
manpower  if  the  following  three  criteria 
are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  pharmacy  services. 

2.  The  number  of  pharmacists  serving 
the  area  is  less  than  the  estimated 
requirement  for  pharmacists  in  the  area, 
and  the  computed  pharmacist  shortage 
is  at  least  0.5. 

3.  Pharmacists  in  contiguous  areas  are 
overutilized  or  excessively  distant  from 
the  population  of  the  area  under 
consideration. 

B.  Methodology. 

In  determining  whether  an  area  meets 
the  criteria  established  by  paragraph  A 
of  this  Part,  the  following  methodology 
will  be  used: 

1.  Rational  Areas  for  the  Delivery  of 
Pharmacy  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  pharmacy  services: 

(i)  A  county,  or  a  group  of  contiguous 
counties  whose  population  centers  are 
within  30  minutes  travel  time  of  each 
other,  and 

(ii)  A  portion  of  a  county,  or  an  area 
made  up  of  portions  of  more  than  one 
county,  whose  population,  because  of 
topography,  market  or  transportation 


patterns  or  other  factors,  has  limited 
access  to  contiguous  area  resources,  as 
measured  generally  by  a  travel  time  of 
greater  than  30  minutes  to  these 
resources. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 
distances  corresponding  to  30  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  20  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  15 
miles. 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  25 
miles.  - 

Within  inner  portions  of  metropolitan 
areas,  information  on  the  public 
transportation  system  will  be  used  to 
determine  the  area  corresponding  to  30 
minutes  travel  time. 

2.  Counting  of  Pharmacists. 

All  active  pharmacists  within  the  area 
will  be  counted,  except  those  engaged  in 
teaching,  administration,  or 
pharmaceutical  research. 

3.  Determination  of  Estimated 
Requirement  for  Pharmacists. 

(a)  Basic  estimate.  The  basic 
estimated  requirement  for  pharmacists 
will  be  calculated  as  follows: 

Basic  pharmacist  requirement  =  .15  X 
(resident  civilian  population/1,000)  + 

.035  X  (total  number  of  physicians 
engaged  in  patient  care  in  the  area). 

(b)  Adjusted  estimate.  For  areas  with 
less  than  20,000  persons,  the  following 
adjustment  is  made  to  the  basic  estimate 
to  compensate  for  the  lower  expected 
productivity  of  small  practices. 

Estimated  pharmacist  requirement  =  (2  — 
population/20,000)  X  basic  pharmacist 
requirement. 

4.  Size  of  Shortage  Computation. 

The  size  of  the  shortage  will  be 

computed  as  follows: 

Pharmacist  shortage  =  estimated  pharmacist 
requirement  —  number  of  pharmacists 
available. 

5.  Contiguous  Area  Considerations. 

Pharmacists  in  areas  contiguous  to  an 

area  being  considered  for  designation 
will  be  considered  excessively  distant  or 
overutilized  if  either 

(a)  Pharmacy  manpower  in  contiguous 
areas  are  more  than  30  minutes  travel 
time  from  the  center  of  the  area  under 
consideration,  or 

(b)  The  number  of  pharmacists  in  each 
contiguous  area  is  less  than  or  equal  to 
the  estimated  requirement  for 
pharmacists  for  that  contiguous  area  (as 
computed  above). 

C.  Determination  of  Degree-of- 
Shortage. 

Designated  areas  will  be  assigned  to 
degree-of-shortage  groups,  based  on  the 
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proportion  of  the  estimated  requirement 
for  pharmacists  which  is  currently 
available  in  the  area,  as  follows: 

Group  1 — Areas  with  no  pharmacists. 

Group  2 — Areas  where  the  ratio  of 
available  pharmacists  to  pharmacists 
required  is  less  than  0.5. 

Group  3 — Areas  where  the  ratio  of 
available  pharmacists  to  pharmacists 
required  is  between  0.5  and  1.0. 

Appendix  G — Criteria  for  the 
Designation  of  Areas  Having  Shortages 
of  Veterinary  Manpower 

Part  I— Geographic  Areas 

A.  Criteria  for  Food  Animal 
Veterinary  Shortage. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  food  animal 
veterinary  manpower  if  the  following 
three  criteria  are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  veterinary  services. 

2.  The  ratio  of  veterinary  livestock 
units  to  food  animal  veterinarians  in  the 
area  is  at  least  10,000 : 1,  and  the 
computed  food  animal  veterinarian 
shortage  to  meet  this  ratio  is  at  least  0.5. 

3.  Food  animal  veterinarians  in 
contiguous  areas  are  overutilized  or 
excessively  distant  from  the  population 
of  the  area  under  consideration. 

B.  Criteria  for  Companion  Animal 
Veterinary  Shortage. 

A  geographic  area  will  be  designated 
as  having  a  shortage  of  companion 
animal  veterinary  manpower  if  the 
following  three  criteria  are  met: 

1.  The  area  is  a  rational  area  for  the 
delivery  of  veterinary  services. 

2.  The  ratio  of  resident  civilian 
population  to  number  of  companion 
animal  veterinarians  in  the  area  is  at 
least  30,000 : 1  and  the  computed 
companion  animal  veterinary  shortage 
to  meet  this  ratio  is  at  least  0.5. 

3.  Companion  animal  veterinarians  in 
contiguous  areas  are  overutilized  or 
excessively  distant  from  the  population 
of  the  area  under  consideration. 

C.  Methodology. 

In  determining  whether  an  area  meets 
the  criteria  established  by  paragraphs  A 
and  B  of  this  Part,  the  following 
methodology  will  be  used: 

1.  Rational  Areas  for  the  Delivery  of 
Veterinary  Services. 

(a)  The  following  areas  will  be 
considered  rational  areas  for  the 
delivery  of  veterinary  services: 

(i)  A  county,  or  a  group  of  contiguous 
counties  whose  population  centers  are 
within  40  minutes  travel  time  of  each 
other. 

(ii)  A  portion  of  a  county  (or  an  area 
made  up  of  portions  of  more  than  one 
county)  which,  because  of  topography, 
market  and/or  transportation  patterns 
or  other  factors,  has  limited  access  to 


contiguous  area  resources,  as  measured 
generally  by  a  travel  time  of  greater 
than  40  minutes  to  these  resources. 

(b)  The  following  distances  will  be 
used  as  guidelines  in  determining 
distances  corresponding  to  40  minutes 
travel  time: 

(i)  Under  normal  conditions  with 
primary  roads  available:  25  miles. 

(ii)  In  mountainous  terrain  or  in  areas 
with  only  secondary  roads  available:  20 
miles, 

(iii)  In  flat  terrain  or  in  areas 
connected  by  interstate  highways:  30 
miles. 

2.  Determination  of  Number  of 
Veterinary  Livestock  Units  (VLU) 
Requiring  Care. 

Since  various  types  of  food  animals 
require  varying  amounts  of  veterinary 
care,  each  type  of  animal  has  been 
assigned  a  weight  indicating  the  amount 
of  veterinary  care  it  requires  relative  to 
that  required  by  a  milk  cow.  Those 
weights  are  used  to  compute  the  number 
of.  "Veterinary  Livestock  Units”  (VLU) 
for  which  veterinary  care  is  required. 

The  VLU  is  computed  as  follows: 

Veterinary  Livestock  Units  (VLU)  =  (number 
of  milk  cows) 

+  .2  X  (number  of  other  cattle  and  calves) 

+  .05  X  (number  of  hogs  and  pigs) 

+  .05  X  (number  of  sheep) 

+  .002  X  (number  of  poultry). 

3.  Counting  of  Food  Animal 
Veterinarians. 

The  number  of  food  animal 
veterinarians  is  determined  by 
weighting  the  number  of  veterinarians 
within  each  of  several  practice 
categories  according  to  the  average 
fraction  of  practice  time  in  that  category 
which  is  devoted  to  food  animal 
veterinary  care,  as  follows: 

Number  of  Food  Animal 

Veterinarians  =  (number  of  veterinarians 
in  large  animal  practice,  exclusively) 

+  (number  of  veterinarians  in  bovine 
practice,  exclusively) 

+  (number  of  veterinarians  in  poultry 
practice,  exclusively) 

+  .75  X  (mixed  practice  veterinarians  with 
greater  than  50%  of  practice  in  large 
animal  care) 

+  .5  X  (mixed  practice  veterinarians  with 
approximately  50%  of  practice  in  large 
animal  care) 

+  . 25  X  (mixed  practice  veterinarians  with 
less  than  50%  of  practice  in  large  animal 
care). 

4.  Counting  of  Companion  Animal 
Veterinarians  (that  is,  those  who 
provide  services  for  dogs,  cats,  horses, 
and  any  other  animals  maintained  as 
companions  to  the  owner  rather  than  as 
food  animals). 

The  number  of  full-time  equivalent 
companion  animal  veterinarians  is 
determined  by  weighting  the  number  of 
veterinarians  within  each  of  several 


practice  categories  by  the  average 
portion  of  their  practice  which  is 
devoted  to  companion  animal  care  by 
the  practitioners  within  that  category,  as 
follows: 

Number  of  Companion  Animal 

Veterinarians  =  (number  of  veterinarians 
in  large  animal  practice,  exclusively) 
-(-(number  of  veterinarians  in  equine 
practice,  exclusively) 

+  .75  X  (mixed  practice  veterinarians  with 
greater  than  50%  of  practice  in  small 
animal  care) 

+  .5  X  (mixed  practice  veterinarians  with 
approximately  50%  of  practice  in  small 
animal  care) 

+  .25  X  (mixed  practice  veterinarians  with 
less  than  50%  of  practice  in  small  animal 
care). 

5.  Size  of  Shortage  Computation. 

The  size  of  shortage  will  be  computed 

as  follows: 

(a)  Food  animal  veterinarian 
shortage  =  ( VLU/10,000)  —  (number  of 
food  animal  veterinarians). 

(b)  Companion  animal  veterinarian 
shortage  =  (resident  civilian 
pop./30, 000)  — (number  of  companion 
animal  veterinarians). 

6.  Contiguous  Area  Considerations. 
Veterinary  manpower  in  areas 

contiguous  to  an  area  being  considered 
for  designation  will  be  considered 
excessively  distant  from  the  population 
of  the  area  or  overutilized  if  one  of  the 
following  conditions  prevails  in  each 
contiguous  area: 

(a)  Veterinary  manpower  in  the 
contiguous  area  are  more  than  60 
minutes  travel  time  from  the  center  of 
the  area  being  considered  for 
designation  (measured  in  accordance 
with  paragraph  C.l.(b)  of  this  Part). 

(b)  In  the  case  of  food  animal 
veterinary  manpower,  the  VLU-to-food 
animal  veterinarian  ratio  in  the 
contiguous  area  is  in  excess  of  5,000 : 1. 

(c)  In  the  case  of  companion  animal 
veterinary  manpower,  the  population-to- 
companion  animal  veterinarian  ratio  in 
the  contiguous  area  is  in  excess  of 
15,000 : 1. 

C.  Determination  of  Degree-of- 
Shortage. 

Designated  areas  will  be  assigned  to 
degree-of-shortage  groups  as  follows: 

Group  1 — Areas  with  a  food  animal 
veterinarian  shortage  and  no  veterinarians. 

Group  2 — Areas  (not  included  above)  with 
a  food  animal  veterinarian  shortage  and  no 
food  animal  veterinarians. 

Group  3 — All  other  food  animal 
veterinarian  shortage  areas. 

Group  4 — All  companion  animal  shortage 
areas  (not  included  above)  having  no 
veterinarians. 

Group  5— All  other  companion  animal 
shortage  areas. 
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